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EMPLOYEES' MANUAL 1

Thi s manual contains the policies and procedures governing care in
internediate care facilities for the mentally retarded (I CFs/MR), when

provi ded under the Medicaid program The Medicaid programis admnistered by
the states under regul ations established by the United States Departnent of
Heal th and Human Services. Facilities nmay beconme certified as Medicaid
providers by neeting program administrative and facility conditions of
partici pation.

The policies in this manual are fromrules promul gated for Medicaid | CFH MR
program by the Departnent of Human Services at 441 |owa Administrative Code
82. These are based on Code of Federal Regul ati ons sections entitled
"Conditions of Participation for Internediate Care Facilities for the Mentally
Retarded," found at 42 CFR 483, Subpart |. The Departnent of Health and Hunman
Services has provided further clarification through interpretive guidelines
prepared to assist survey agencies, program participants, and certifying
agencies to identify programintent. These guidelines are published as an
addendumto the ICF/ MR licensing rules at 481 CFR 64.

In this manual, Medicaid recipients who receive care in an ICF/ MR are referred

to as "residents." The Departnent of Human Services is referred to as "the
Department. "

CERTI FI CATI ON PROCESS

A public or private facility wishing to obtain a provider agreenent to serve
Medi cai d-eligible residents in an I CFH/ MR nust proceed in the manner set forth
bel ow.

Certificate of Need

Service providers seeking Medicaid certification for | CF/ MR conversion or
construction shall address the follow ng requirenents of the |owa Medicaid
program before filing certificate of need applications.

1. Inclusion in the comunity. Witten plans shall denobnstrate
i ndi vi dual i zed consuner access to and utilization of service and
resources typically used by other residents of the area in which the
proposed facility is to be located. The distance, availability of
transportation, conveni ence of parking and physical accessibility to
people with a range of disabilities shall be considered. The program
name and hone | ocation nust blend with characteristics of other hones
in the area. There nust be a broad range, nunber, and type of
opportunities for social activities and interactions for individuals
or groups small enough in size to be assimlated into the activity.

2. Family-scale size. Witten plans shall denbnstrate that the proposed
facility will neet famly-scale size conditions of two to eight
persons per environnment or be a size that would be common to the area
or nei ghborhood in which the facility is proposed to be | ocated.
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3. Location in community residential neighborhood. |[|f the proposed
facility is located within a comunity residential neighborhood,
witten plans shall denpnstrate the use of an existing structure or
new construction which is consistent with the size and style of the
nei ghbor hood.

The proposed facility shall not be |ocated contiguous to anot her
licensed health care facility or residential programfor persons with
di sabilities. The nunber of residential prograns for persons wth
disabilities in a conmunity should be relative to conmmunity size, so
that the nunber of progranms is in keeping with the nunber, types, and
range of services and supports in the comunity.

If the proposed facility is located outside a conmunity residentia
nei ghbor hood, witten plans shall denobnstrate how these conditions
shall be net and shall explain why a |ocation outside a comunity
resi dential nei ghborhood woul d be beneficial for the particular
consuner popul ati on to be served.

Witten plans shall be submtted to the Bureau of Long-Term Care,

Depart ment of Human Services, 1305 E Wal nut Street, 5'" Floor, Des Mi nes,
| owa 50319-0114, and to the Health Facilities Council, |owa Departnent of
Public Health, 321 E 12'" Street, Des Mines, lowa 50319. The Health
Facilities Council shall consider the requirenents set forth in this rule
when review ng certificate of need applications.

Li cense

To participate in the Medicaid program a facility shall be licensed as a
hospital, nursing facility, or an internediate care facility for the
nental ly retarded by the Departnent of Inspections and Appeals (DI A) under
t he Departnent of |nspections and Appeals rules 481 | AC Chapter 64.

A conditional |license can be granted a new facility when there is a
finding that in all probability the facility will be in full conpliance
upon comrencenent of operations.

The DI A shall grant the applicant a conditional |icense based upon
i nfornmati on supplied by the applicant and the approved facility plans and
construction.

Survey and Certification

The procedures to be followed in certifying a facility as neeting Mdicaid
requirenents involve the facility, the Departnent of |nspections and
Appeal s (DI A) and the Departnment of Human Services. Before a provider
agreenment may be issued, the DI A nust recommend certification as an

| CF/ MR, and the Departnment must certify the facility as a Medicaid vendor
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EMPLOYEES' MANUAL 3

Al'l survey procedures and the certification process shall be in accordance
with the U S. Departnment of Health and Human Services publication
"Providers Certification State Qperations Manual." The necessary steps
leading to certification and issuance of a provider agreenent for an
existing facility are as foll ows:

1. The facility shall request an application formfromthe Departnent.

2. The Departnment shall transmt form 470-0254, Institutional Medicaid
Provi der Application, and a provider manual to the facility.

3. The facility shall conplete its portion of the application form and
submit it to the Departnment.

4. The Departnent shall review the application formand retain it unti
the DI A conpletes the Certification and Transmittal, HCFA 1539.

5. DI A schedul es and conpl etes a survey of the facility in conjunction with
the Fire Marshal's office. At the tine of initial survey for a new
facility, the applicant nust neet as many physical, admnistrative and
service contract requirenents as possi ble and should plan on neeting al
other requirenments for full conpliance including those for staff,
services, and operations for the residents at the schedul ed resurvey.

The initial survey of the facility shall be for the purpose of

det erm ni ng what recommended limted-term (less than 12 nonths)

provi der agreenent should be entered into with the applicant. 1In the
event the facility is to be recommended for linited or conditiona
certification, a resurvey shall occur no later than 30 days before the
expiration of the facility's certification. At that tinme, survey for
full conpliance for recertification shall occur

6. The DIA notifies the applicant of any deficiencies and asks for plan
for correction of the deficiencies. In the event the facility is not
to be reconmended for linmted or conditional certification, the DI A
shall notify the applicant regarding reasons for its negative
recomendati ons. The applicant shall then arrange for a resurvey by
the DIA to occur when the objections which caused the negative
reconmendati ons to be nmade are renoved.

7. The facility shall submt a plan of correction within 10 days after
receipt of the witten statenent of deficiencies fromthe DI A Health
Facilities Division. The D A nmust approve this plan before the
facility can be certified.

8. The DI A evaluates the survey findings and the full conpliance plan of
correction, and either recomends the facility for certification as an
| CF/ MR or recomrends denial of certification. The date of
certification will be the date of approval for the plan of correction
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If the DIA survey indicated deficiencies in the areas of Anerican
Nati onal Standards Institution, Life Safety Code, or environnent and
sanitation, a tinetable detailing corrective neasures shall be
submtted to the DI A before a provider agreenent can be issued. This

timetable will not exceed two years fromthe date of initia
certification and will detail corrective steps to be taken and when
corrections will be accomplished. The follow ng shall apply in these
i nst ances:

a. The DIA determines that the facility can make corrections within
t he two-year period.

b. During the period allowed for corrections, the facility shall be
in conpliance with existing state fire safety and sanitation codes
and regul ations.

c. The facility shall be surveyed at |east sem annually unti
corrections are conpleted. The facility nust have nade
substantial effort and progress in its plan of correction as
evi denced by work orders, contracts, or other evidence.

9. Wen certification is recomended, the DI A notifies the Depart nent
recomendi ng terns and conditions of a provider agreenent.

10. The Departnent reviews the certification data and:
a. Transnmits the provider agreenment as reconmended, or

b. Transmits the provider agreenent for a termless than recomended
by the DIA or elects not to execute an agreenent.

Provi der Agreenents

An ICF /MR nust be certified by the DIA for participation as an I CF /MR
before a provider agreenent may be issued. The effective date of a
provi der agreenent namy not be earlier than the date of certification

For facilities without deficiencies, the provider agreenent shall be issued
for a period not to exceed 12 nonths. The agreenent shall be for the term
of and in accordance with the provisions of certification, except that for
good cause, the Departnent may el ect to execute an agreenent for a term

| ess than the period of certification, elect not to execute an agreenent,
or cancel an agreenent.

For facilities with deficiencies, a new provider agreenent may be executed
for a period not to exceed 60 days fromthe tinme required to correct defi-
ciencies, up to a period of 12 nmonths. O a new provi der agreement may be
i ssued for a period of up to 12 nonths, subject to automatic cancellation 60
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days followi ng the schedul ed date for correction, unless required
corrections have been conpl eted, or unless the survey agency finds and
notifies the Departnent that the facility has made substantial progress in
correcting the deficiencies and has resubnmitted in witing a new plan of
correction acceptable to the survey agency.

There will be no new agreenment if the facility continues to be out of
conpliance with the sane standards at the end of the term of agreenent.

The Departnent mamy, for good cause, elect not to execute an agreenent.
Good cause is defined as a continued or repeated failure to operate an
ICF/ MR in conpliance with Medicaid rules.

The Departnent nmay at its option extend an agreenent with a facility for
two nonths under either of the follow ng conditions:

1. The health and safety of the residents will not be jeopardized
t hereby, and, the extension is necessary to prevent irreparable harm
to the facility or hardship to the resident.

2. It is inmpracticable to determ ne whether the facility is conplying
with the provisions and requirements of the provider agreenent.

When it becones necessary to cancel or refuse to renew a Medicaid provider
agreenent, federal financial participation nay continue for 30 days beyond
the date of cancellation, if the extension is necessary to ensure the
orderly transfer of residents. See also Appeals of Decertification

PHYSI CAL ENVI RONVENT

The facility shall provide sufficient space and equi pnent in dining, |iving,
heal th services, recreation, and program areas (includi ng adequately equi pped
and sound-treated areas for hearing and other evaluations if they are conducted
inthe facility) to enable staff to provide residents with needed services as
required by this manual and as identified in each resident's individual program
pl an.

Bedr oons

Bedroons shall be rooms that have at |east one outside wall. Each bedroom
shal | have direct outside ventilation by nmeans of wi ndows, air
conditioning, or nechanical ventilation. |f a bedroomis bel ow grade
level, it shall have a window that is usable as a second neans of escape by
the resident. The wi ndow shall be no nore than 44 inches neasured to the
wi ndow sill above the floor. |If the facility is surveyed under the Health
Care Qccupancy Chapter of the Life Safety Code, the w ndow nust be no nore
than 36 inches nmeasured to the wi ndow sill above the floor.
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Bedr oons shall accommpdate no nore than four residents, unless granted a
variance. DI A may grant a variance fromthe Iimt of four residents per
roomonly if a physician who is a nenber of the interdisciplinary team and
who is a qualified nmental retardation professional certifies that each
resident to be placed in a bedroom housing nore than four persons is so
severely nedically inpaired as to require direct and continuous nonitoring
during sl eeping hours and docunents the reasons why housing in a room of
four or fewer persons would not be nedically feasible.

Bedr oons shall be equi pped with or |ocated near toilet and bathing
facilities. Miltiple-resident bedroons nust neasure at |east 60 square
feet per resident. Single roons nust nmeasure at |east 80 square feet. In
all facilities initially certified or in buildings constructed or with
nmaj or renovations or conversions, bedroons shall have walls that extend
fromfloor to ceiling.

The facility shall provide each resident wth:

1. A separate bed of proper size and height for the conveni ence of the
resi dent.

2. A clean, confortable mattress and beddi ng appropriate to the weather
and clinmate.

3. Functional furniture appropriate to the resident's needs, and
i ndi vidual closet space in the resident's bedroomw th clothes racks
and shel ves accessible to the resident.

4. Suitable storage space, accessible to residents, for persona
possessi ons such as televisions, radios, prosthetic equi pnent and
cl ot hi ng.

5. Adequate clean linen and dirty linen storage areas.

The facility shall provide space and equi pnent for daily out-of-bed
activity for all residents who are not yet nobile, except those who have a
short-termillness or those few residents for whom out-of-bed activity is

a threat to health and safety.

Resi dent Bat hr oons

The facility shall provide toilet and bathing facilities appropriate in
nunber, size, and design to neet the needs of the residents. The facility
shal |l provide for individual privacy in toilets, bathtubs, and showers.

Safety

The facility shall be in conpliance with all applicable provisions of
federal, state and |ocal |aws, regulations, and codes pertaining to health,
safety, and sanitation.
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The facility shall maintain the tenperature and humidity within a norna
confort range by heating, air conditioning, or other means and ensure that
t he heating apparatus does not constitute a burn or snoke hazard to

resi dents.

In areas of the facility where residents who have not been trained to
regul ate water tenperature are exposed to hot water, the facility shal
ensure that the tenperature of the water does not exceed 110 degrees
Fahrenhei t.

The facility shall provide a sanitary environnent to avoid sources and
transm ssion of infections. There shall be an active programfor the
prevention, control, and investigation of infection and conmunicabl e

di seases. The facility shall inplenment successful corrective action in

af fected problemareas. The facility shall maintain a record of incidents
and corrective actions related to infections. The facility shall prohibit
enpl oyees with synptons or signs of a comunicabl e di sease from direct
contact with residents and their food.

The facility shall have floors that have a resilient, nonabrasive, and
slip-resistant surface. |If the area used by residents is carpeted and
serves residents who lie on the floor or ambulate with parts of their
bodi es, other than feet, touching the floor, the carpeting shall be
nonabr asi ve. Exposed floor surfaces and floor coverings shall pronote
nobility in areas used by residents and pronpte mai nt enance of sanitary
condi tions.

The facility shall renmove or cover interior paint or plaster containing
lead so that it is not accessible to residents. Lead-free paint shall be
used inside the facility.

Except as specified in this Handbook, the facility shall neet the
appl i cabl e provisions of either the Health Care Occupancies Chapters or the
Resi dential Board and Care Cccupanci es Chapter of the Life Safety Code
(LSC) of the National Fire Protection Association, 1985 edition, which is

i ncorporated by reference. DI A may apply a single chapter of the LSC to
the entire facility or may apply different chapters to different buildings
or parts of buildings, as permtted by the LSC

A facility that neets the LSC definition of a residential board and care
occupancy and that has 16 or fewer beds shall have its evacuation
capability evaluated in accordance with the Evacuation Difficulty Index of
the LSC (Appendix F).

For facilities that neet the LSC definition of a health care occupancy, the
Heal th Care Financing Administration may wai ve specific provisions of the
LSC for a period it considers appropriate, if the waiver would not
adversely affect the health and safety of the residents and rigid
application of specific provisions would result in an unreasonabl e hardship
for the facility.
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DIA may apply the state's fire and safety code instead of the LSCif the
Secretary of the Departnment of Health and Human Services finds that the
state has a code inposed by state |aw that adequately protects a facility's
resi dents.

Conpl i ance on Novenber 28, 1982, with the 1967 edition of the LSC or
conpliance on April 18, 1986, with the 1981 edition of the LSC, with or

wi t hout waivers, is considered to be conpliance with this standard, as |ong
as the facility continues to remain in conpliance with that edition of the
code.

For facilities that neet the LSC definition of a residential board and care
occupancy and that have nmore than 16 beds, the DIA nay apply the state's
fire and safety code as specified above.

Di saster Plans and Drills

The facility shall devel op and inplenment detailed witten plans and
procedures to neet all potential energencies and di sasters, such as fire,
severe weather, and missing residents. The facility shall conmunicate,
periodically review, make the plan available, and provide training to the
staff.

The facility shall hold evacuation drills at |east quarterly for each shift
of personnel and under varied conditions. Drills shall ensure that al
personnel on all shifts, including live-in and relief staff, are trained to
perform assi gned tasks, and are famliar with the use of the facility's
fire protection features. The facility shall actually evacuate residents
during at | east one drill each year on each shift and nake specia

provi sions for the evacuation of residents with physical disabilities.
During fire drills, residents may be evacuated to a safe area in facilities
certified under the Health Care COccupanci es Chapter of the Life Safety
Code.

The facility shall file a report and eval uati on on each evacuation drill;
eval uate the effectiveness of emergency and di saster plans and procedures;
i nvestigate all problems with evacuation drills, including accidents; and
take corrective action.

ADM NI STRATI ON

Di scl osure of Oanership

The facility shall supply to the licensing agency full and conplete
i nformati on, and pronptly report any changes which would affect the current
accuracy of the information, as to identify:

1. Each person having a direct or indirect ownership interest of five
percent or nmore in the facility and the owner in whole or in part of
any property or assets (stock, nortgage, deed of trust, note, or other
obligation) secured in whole or in part by the facility.
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2. Each officer and director of the corporation, if the facility is
organi zed as a corporation
3. Each partner, if the facility is organized as a partnership

CGover ni ng Body

The facility shall identify an individual or individuals to constitute the
governi ng body of the facility. The governing body shall

¢ Exercise general policy, budget, and operating direction over the
facility;

¢ Set the qualifications for the adm nistrator of the facility (in
addition to those already set by state |aw); and

¢ Appoint the adm nistrator

Servi ces Provi ded Under Agreenents Wth Qutside Sources

If a service required under this manual is not provided directly, the
facility shall have a witten agreenent with an outsi de program resource,
or service to furnish the necessary service, including enmergency and ot her
health care. The agreenent shall

¢ Contain the responsibilities, functions, objectives, and other terns
agreed to by both parties.

¢ Provide that the facility is responsible for ensuring that the outside
services neet the standards for quality of services contained in this
manual . |If living quarters are not provided in a facility owned by the
ICF/ MR, the ICF/ MR remains directly responsible for the standards
relating to physical environnent.

The facility shall ensure that outside services neet the needs of each
resi dent.

Recor ds

The facility shall, as a mnimum nmaintain the follow ng records:

¢ Al records required by the Department of Public Health and Depart nent
of I nspections and Appeal s.

¢ Residents' nedical records.

¢ Records of all treatnents, drugs, and services for which vendor paynents
have been nade, or are to be made under the Medicaid program including
the authority for and the date of administration of the treatnent,
drugs, or services.
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¢ Docunentation in each resident's record which enables the Departnent to
verify that each charge is due and proper before paynent.

¢ Financial records nmmintained in the standard, specified formincluding
the facility's npbst recent audited cost report, form 470-0377, Financia
and Statistical Report.

¢ Census records, to include the date, nunber of residents at the
begi nni ng of each day, nanmes of residents admtted, and names of
resi dents di scharged.

¢+ Resident accounts.
¢ In-service education records.

¢ Inspection reports pertaining to confornmty with federal, state, and
| ocal | aws.

¢ Disaster-preparedness reports.

¢ Al other records as may be found necessary by the Departnent in
determ ni ng conpliance with any state or federal regulations.

Records shall be retained in the facility for a mninumof five years or
until an audit is perfornmed on those records, whichever is |longer. Al
records shall be retained within the facility upon change of ownership

Resi dent Records

The facility must:
¢ Develop and naintain a record keepi ng systemthat:
e Includes a separate record for each resident, and

e Docunents the resident's health care, active treatnent, socia
i nfornati on and protection of the resident's rights.

¢ Provide each identified residential living unit with appropriate
aspects of each resident's record.

¢ Keep confidential all information contained in the resident's
records, regardless of the formor storage nethod of the records.

¢ Develop and inpl enent policies and procedures governing the rel ease
of any resident information, including consents necessary fromthe
resident or parents (if the resident is a mnor) or |egal guardian

Any person who makes an entry in a resident's record nust nake it

legibly, date it, and sign it. The facility nust provide a legend to
expl ain any synbol or abbreviation used in a resident's record.
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Per sonal Needs Accounts

When the facility manages the personal needs funds of a resident, it
shal | establish and maintain a system of accounting for expenditures
fromthe resident's personal needs funds. This accounting systemis
subject to audit by state representatives and nust neet the follow ng
criteria.

Upon a resident's admission to the facility, a | edger sheet shall be
credited with the resident's total incidental nobney on hand.
Thereafter, the | edger nust be kept current on a nonthly basis. The
facility nay conbine this accounting with the di shursement section
showi ng the date, anpunt given the resident, and the resident's
signature. A separate |edger sheet nust be nmintained for each

resi dent.

When sonething is purchased for the resident and is not a direct cash
di sbursenent to the resident, the expenditure itemin the | edger nust
be supported by a dated receipt signed by the resident or the
resident's | egal representative. The receipt nust indicate the
article furnished for the resident's benefit.

Personal funds nust not be turned over to persons other than the
resident's | egal representative or other persons selected by the
resident. Wth the consent of the resident (if the resident is able
and willing to give consent), the adninistrator may turn over persona
funds belonging to the resident to a close relative or friend to
purchase a particular item However, an item zed dated receipt signed
by the resident or the representative shall be deposited in the
resident's file.

The recei pts for each resident nmust be kept until cancelled by
auditors. The | edger and receipts for each resident shall be nade
avai |l abl e for periodic audits by an accredited DI A representative.
The representative shall make an audit certification at the bottom of
the | edger sheet. Support receipts nmay then be destroyed.

Upon a resident's death, a receipt nust be obtained fromthe next of
kin or the resident's guardi an before rel easing the bal ance of
personal needs funds. Wen the resident has been receiving a grant
fromthe Departnent for all or part of the personal needs, any funds
shall revert to the Department. The Departnent shall turn the funds
over to the resident's estate.
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STAFF

Qualified Mental Retardation Professiona

Each resident's active treatnent program shall be integrated, coordinated,
and nonitored by a qualified nental retardation professional who has at

| east one year of experience working directly with persons with nenta
retardation or other devel opnental disabilities and is one of the
fol | owi ng:

1. A doctor of nedicine or osteopathy.

2. A registered nurse.

3. A person who holds at | east a bachelor's degree in a professiona
cat egory specified bel ow

Pr of essi onal Program St af f

Each resident shall receive the professional program services needed to
i npl enent the active treatnent program defined by each resident's

i ndi vidual program plan. The facility shall have avail abl e enough
qual i fied professional staff to carry out and nonitor the various

prof essional interventions in accordance with the stated goals and

obj ectives of every individual program plan

Pr of essi onal program staff shall be |licensed, certified, or registered, as
applicable to provide professional services by the state in which the staff
practices. Those professional programstaff who do not fall under the
jurisdiction of state licensure, certification, or registration

requi renents shall neet the followi ng qualifications:

1. To be designated as an occupational therapist, a person shall be
eligible for certification as an occupational therapist by the
Ameri can Qccupational Therapy Association or another conparabl e body.

2. To be designated as an occupational therapy assistant, a person shal
be eligible for certification as an occupational therapy assistant by
the American Cccupational Therapy Association or another conparable
body.

3. To be designated as a physical therapist, a person shall be eligible
for certification as a physical therapist by the Anerican Physica
Therapy Associ ation or another conparabl e body.

4. To be designated as a physical therapy assistant, a person shall be
eligible for registration as a physical therapy assistant by the
Ameri can Physical Therapy Association or be a graduate of a two-year
col | ege-1evel program approved by the American Physical Therapy
Associ ati on or another conparabl e body.

5. To be designated as a psychol ogi st, a person shall have at |east a
master's degree in psychology froman accredited school
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6. To be designated as a social worker, a person shall hold a graduate
degree froma school of social work accredited or approved by the
Council on Social Wrk Education or another conparable body or hold a
bachel or of social work degree froma college or university accredited
or approved by the Council on Social Work Education or another
conpar abl e body.

7. To be designated as a speech-language pathol ogi st or audiol ogist, a
person shall be eligible for a Certificate of Cinical Conpetence in
Speech- Language Pat hol ogy or Audi ol ogy granted by the Anerican Speech-
Language Hearing Association or another conparable body or neet the
educational requirenments for certification and be in the process of
accunul ati ng the supervised experience required for certification

8. To be designated as a professional recreation staff nmenber, a person
shal | have a bachelor's degree in recreation or in a specialty area
such as art, dance, nusic, or physical education

9. To be designated as a professional dietitian, a person shall be
eligible for registration by the Anerican Dietetics Association

10. To be designated as a human services professional, a person shall have
at |least a bachelor's degree in a hunan services field (including, but
not limted to, sociology, special education, rehabilitation
counsel i ng, and psychol ogy).

If the resident's individual program plan is being successfully inmplenented
by the facility staff, professional programstaff neeting these
qualifications are not required except, for qualified nental retardation
prof essional s, who nust neet the requirenents set forth here or be a doctor
or nurse.

Pr of essi onal program staff shall participate as nenbers of the
interdisciplinary teamin rel evant aspects of the active treatnent process.
Pr of essi onal program staff shall work directly with residents and with

par apr of essi onal , nonprof essional, and other professional programstaff who
work with residents. Professional programstaff shall participate in
ongoi ng staff devel opnent and training in both formal and infornmal settings
wi th ot her professional, paraprofessional, and nonprofessional staff
menbers.

Nur si ng Staff

The facility shall enploy or arrange for |icensed nursing services
sufficient to care for residents' health needs including those residents
with nedical care plans. Nurses providing services in the facility shal
have a current license to practice in the state.
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The facility shall use registered nurses as appropriate and required by
state law to performthe health services specified in this manual. |I|f the
facility uses only licensed practical or vocational nurses to provide
health services, it shall have a formal arrangenent with a registered nurse
to be available for verbal or on-site consultation with the |icensed
practical or vocational nurse. Nonlicensed nursing personnel who work with
resi dents under a nedical care plan shall do so under the supervision of

i censed persons.

Direct Care Staff

The facility shall provide sufficient direct care staff to nanage and super
vise residents in accordance with their individual program plans. The
facility shall not depend upon residents or volunteers to performdirect
care services for the facility.

Direct care staff are defined as the present on-duty staff cal cul ated over
all shifts in a 24-hour period for each defined residential living unit.
There shall be responsible direct care staff on duty and awake on a 24-hour
basi s when residents are present to take pronpt, appropriate action in
cases of injury, illness, fire or other energency, in each defined
residential living unit housing: (a) residents for whom a physician has
ordered a nedical care plan; (b) residents who are aggressive, assaultive
or security risks; (c) nore than 16 residents; or (d) fewer than 16
residents within a nmulti-unit building.

There shall be a responsible direct care staff person on duty on a 24-hour
basi s when residents are present to respond to injuries and synptons of
illness and to handl e energencies in each defined residential living unit
housi ng: (a) residents for whom a physician has not ordered a nedical care
plan; (b) residents who are not aggressive, assaultive or security risks;
and (c) 16 or fewer residents.

Direct care staff shall be provided by the facility in the follow ng
mnimmrati os of direct care staff to residents:

1. For each defined residential living unit serving children under the
age of 12, severely and profoundly retarded residents, residents wth
severe physical disabilities, or residents who are aggressive,
assaul tive, or security risks or who mani fest severely hyperactive or
psychotic-li ke behavior, the staff-to-resident ratiois 1 to 3.2.

2. For each defined residential living unit serving noderately retarded
residents, the staff-to-resident ratiois 1 to 4.

3. For each defined residential living unit serving residents who

function within the range of mld retardation, the staff-to-resident
ratiois 1 to 6.4.
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4. \When there are no residents present in the living unit, a responsible
staff nenber nmust be avail abl e by tel ephone.

Provi de sufficient support staff so that direct care staff are not required
to perform support services to the extent that these duties interfere with
the exercise of their primary direct resident care duties

Staff Training Program

Provi de each enployee with initial and continuing training that enables the
enpl oyee to performthe enployee’'s duties effectively, efficiently, and
conpetently. For enployees who work with residents, focus training on
skills and competencies directed toward residents’ devel opnental,

behavi oral, and health needs.

Staff shall be able to denbnstrate the skills and techni ques necessary to:

¢ Administer interventions to nmanage the inappropriate behavior of
resi dents.

¢ |Inplenent the individual program plans for each resident for whomthey
are responsi bl e.

RESI DENT ADM SSI ONS

Before placenment in an ICF/ MR, all eligible persons shall be referred through an
approved case managenent program and through a Central Point of Coordination
process to | FMC

The case nmnagenent program shall identify any appropriate alternatives to the
pl acenent and shall informthe consuner or the consuner’s representative of the
alternatives. Once inforned, the consunmer or |egal representative is free to
sel ect any option for which the consunmer qualifies, including |ICF/ MR care.

Upon receipt of an initial ICF/ MR request, the Central Point of Coordination
(CPC) shall take one of the follow ng actions:

¢ Refer the ICF/ MR request to IFMC for |level of care deternination
¢ Ofer a home- or community-based alternative, or

¢ Refer the person back to the case managenent program for further
consi deration of service needs.

The CPC s action nust take place within 30 days of receipt of a referral

Persons seeki ng Medi caid paynent for | CF/ MR placenent nust be referred to | FMC
by the CPC with responsibility for the person. |f |IFMC approves |ICF/ MR | evel of
care, the eligible person, or the person’s representative, is free to seek

pl acenent in the facility of the person’s or the person’s representative's

choi ce.
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Persons who are adnmitted by the facility shall be in need of and receiving
active treatnent services. Adm ssion decisions shall be based on a prelimnary
eval uation of the person that is conducted or updated by the facility or by
out si de sources.

The prelinmnary evaluation shall contain background information as well as
currently valid assessnents of functional devel opnental, behavioral, social
health, and nutritional status. The evaluation shall determine if the facility
can provide for the person’'s needs and if the person is likely to benefit from
pl acenent in the facility.

Do not house residents of grossly different ages, devel opnental |evels, and
soci al needs in close physical or social proximty, unless the housing is
pl anned to pronpote the growh and devel opnent of all those housed toget her

Do not segregate residents solely on the basis of their physical disabilities.
Integrate residents who have anbul ation deficits or who are deaf, blind, or have
sei zure disorders with others of conparable social and intellectual devel opnent.

It is inmportant that people being placed feel that their needs and perceptions
have been understood, and that placenent is designed to achi eve positive goals.
The foll owi ng procedures are recomrended to enhance the confort and early
adjustrment of a person to this new |living arrangenent:

¢ Oient the resident to the physical plant and the facility staff.

¢ Introduce the resident to other residents and encourage the resident to
become well acquainted early with those in the imediate |iving area.

¢ Discuss the resident’s nedical records and care plan with the resident.

¢ Encourage the resident to continue with interests and social responsibilities
and contacts as early as possible after adni ssion

¢ Discuss the resident’s placenent, feelings about the placenment, and progress,
goals, and plans with the resident periodically.

¢ Gve the resident the opportunity to discuss with the adm nistrator and ot her
staff nenbers the resident’s condition and the reasons for comng to the
facility.

¢ Encourage the resident to express feelings about adm ssion and to ask
guestions to alleviate any concerns and anxi eti es.
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PROVI SI ON_ CF SERVI CES

Each resident shall receive a continuous active treatnent program “Active
treatment” neans aggressive, consistent inplenentation of a program of
speci al i zed and generic training, treatnent, health services and rel ated
services described in this manual. Active treatnment shall be directed toward:

¢ The acquisition of the behaviors necessary for the resident to function
with as much self-determ nation and i ndependence as possi bl e.

¢ The prevention or deceleration of regression or |loss of current optinm
functional status.

“Active treatment” does not include services to nmaintain generally independent
residents who are able to function with little supervision or in the absence
of a continuous active treatnent program

Appropriate facility staff shall participate in interdisciplinary team
neetings. Participation by other agencies serving the resident is encouraged.
Participation by the resident, the resident’s parents (if the resident is a
mnor), or the resident’s legal guardian is required unless that participation
i s unobt ai nabl e or i nappropriate.

Resi dent Assessnent

Wthin 30 days after adm ssion, the interdisciplinary teamshall perform
accurate assessnents or reassessments as needed to supplement the
prelimnary eval uati on conducted before adm ssion. The conprehensive
functional assessnent shall take into consideration the resident’s age
(for example, child, young adult, elderly person) and the inplications for
active treatnent at each stage, as applicable. The assessnment shal
identify:

1. The presenting problenms and disabilities and, where possible, their
causes.

2. The resident’s specific devel opmental strengths.
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3. The resident's specific devel opnental and behavi oral managenment needs.

4. The resident's need for services, without regard to the actua
avai lability of the services needed.

5. Physical devel opnent and health, nutritional status, sensorinotor
devel opnent, affective devel opnent, speech and | anguage devel opnent
and auditory functioning, cognitive devel opnent, social devel oprent,
adaptive behaviors, or independent living skills necessary for the resident
to be able to function in the comunity, and vocational skills, as applicable.

I ndi vi dual Program Pl an

Each resident shall have an individual program plan devel oped by an
interdisciplinary teamthat represents the professions, disciplines or
service areas that are relevant to identifying the resident's needs, as
descri bed by the conprehensive functional assessnents required bel ow, and
to designing prograns that neet the resident's needs.

Wthin 30 days after adm ssion, the interdisciplinary teamshall prepare
for each resident an individual program plan.

The i ndi vidual program plan shall describe relevant interventions to
support the resident toward i ndependence. Plans shall include, for those
residents who lack them training in personal skills essential for privacy
and i ndependence (including, but not limted to, toilet training, persona
hygi ene, dental hygi ene, self-feeding, bathing, dressing, groom ng, and
conmuni cati on of basic needs), until it has been denonstrated that the
resident is devel opmentally incapable of acquiring them

The plan shall identify nechanical supports, if needed, to achi eve proper
body position, balance, or alignment. The plan shall specify the reason
for each support, the situations in which each is to be applied, and a
schedul e for the use of each support. Plans shall provide the residents
who have multiple disabling conditions spend a major portion of each
waki ng day out of bed and outside the bedroom area, noving about by
various nethods and devi ces whenever possible.

Pl ans shall include opportunities for resident choice and sel f-managenent.

The plan shall state the specific objectives necessary to neet the
resident's needs, as identified by the conprehensive assessment and the

pl anned sequence for dealing with those objectives. These objectives
shal |l be stated separately, in terms of a single behavioral outcome. They
shal | be assigned projected conpletion dates and be expressed in

behavi oral terms that provide measurabl e indices of performance.

nj ectives shall be organized to reflect a devel opmental progression
appropriate to the individual and be assigned priorities.
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Each written training program designed to inplenment the objectives in the
i ndi vidual program plan shall specify:

1. The person responsible for the program
2. The nethods to be used and the schedule for use of the method.

3. The type of data and frequency of data collection necessary to be able
to assess progress toward the desired objectives.

4. The inappropriate resident behaviors, if applicable.

5. Provision for the appropriate expression of behavior and the
repl acenent of inappropriate behavior, if applicable, wth behavior
that is adaptive or appropriate.

A copy of each resident's individual program plan shall be nmade avail abl e
to all relevant staff, including staff of other agencies who work with the
resident, and to the resident, parents (if the resident is a minor) or

| egal guardian. The plan shall identify the |Iocation where program
strategy information (which shall be accessible to any person responsible
for inplenentation) can be found.

Program | npl enent ati on

As soon as the interdisciplinary teamhas fornulated a resident's

i ndi vi dual program pl an, each resident shall receive a continuous
active treatnent program consisting of needed interventions and
services in sufficient nunber and frequency to support the achi evenent
of the objectives identified in the individual program plan

The facility shall devel op an active treatment schedul e that outlines
the current active treatnent programand that is readily available for
review by relevant staff. Except for those facets of the individua
program plan that nust be inplenented only by licensed personnel, each
resident's individual program plan shall be inplenented by all staff
who work with the resident, including professional, paraprofessiona
and nonprof essional staff.

Data relative to acconplishment of the criteria specified in

i ndi vi dual program pl an objectives shall be docunmented in measurable
terms. The facility shall document significant events that are
related to the resident's individual program plan and assessnents and
that contribute to an overall understanding of the resident's ongoing
I evel and quality of functioning.
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Pr ogram Moni tori ng and Change

The i ndividual program plan shall be reviewed at |east by the
qualified mental retardation professional and revised as necessary.
This includes, but is not limted to, situations in which the

resi dent:

a. Has successfully conpleted an objective or objectives identified
in the individual program plan

b. |Is regressing or losing skills already gai ned.

c. Is failing to progress toward identified objectives after
reasonabl e efforts have been nade.

d. |Is being considered for training toward new objecti ves.

At |east annually, the interdisciplinary teamshall review the

conpr ehensi ve functional assessnment of each resident for rel evancy and
update it as needed. The individual program plan shall be revised, as
appropri ate.

Staf f Conduct Toward Residents

The facility shall devel op and i nplenment witten policies and procedures
for the managenent of conduct between staff and residents. These policies
and procedures shall

1. Promote the growth, devel opnent, and i ndependence of the resident.
2. Address the extent to which resident choice will be accommopdated in
dai | y deci si on-naki ng, enphasi zing sel f-determ nati on and

sel f - managenent, to the extent possible.

3. Specify resident conduct to be allowed or not all owed.

4. Be available to all staff, residents, parents of mnor children, and
| egal guardi ans.

To the extent possible, residents shall participate in the formulation of
t hese policies and procedures.

Resi dents shall not discipline other residents, except as part of an
organi zed system of sel f-government, as set forth in facility policy.
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Managenent of | nappropriate Resident Behavi or

The facility shall develop and inplenment witten policies and procedures
t hat govern the managenent of inappropriate resident behavior, consistent
with the provisions staff conduct toward residents. These procedures
shal | specify all facility-approved interventions to nanage inappropriate
resi dent behavi or.

Procedures shall address the use of tinme-out roons, the use of physica
restraints, the use of drugs to nmanage i nappropriate behavior, the
application of painful or noxious stimuli, the staff nmenbers who may
aut horize the use of specified interventions, and a nechani sm for
nonitoring and controlling the use of these interventions.

The procedures shall designate these interventions on a hierarchy to be
i mpl enented ranging fromnost positive or |east intrusive to |east
positive or nost intrusive.

Before using nore restrictive techniques, the facility shall ensure that
the resident's record docunments that prograns incorporating the use of

| ess intrusive or nore positive techni ques have been tried systematically
and have been denonstrated to be ineffective.

Interventions to nmanage i nappropriate resident behavior shall be enpl oyed
with sufficient safeguards and supervision to ensure that the safety,

wel fare, and civil and human rights of residents are adequately protected.
Techni ques to nanage i nappropriate behavior shall never be used for

di sciplinary purposes, for the convenience of staff, or as a substitute
for an active treatnent program

The use of systematic interventions to manage i nappropriate resident
behavi or shall be incorporated into the resident's individual program
plan. Standi ng or as-needed prograns to control inappropriate behavior
are not permtted.

Oversi ght Committee

The facility shall designate and use a specially constituted commttee
or conmittees consisting of nenbers of facility staff, parents, |ega
guardi ans, residents (as appropriate), qualified persons who have

ei ther experience or training in contenporary practices to change

i nappropriate resident behavior, and persons with no ownership or
controlling interest in the facility to:

a. Review, approve, and nonitor individual prograns designed to
nmanage i nappropri ate behavior and other prograns that, in the
opi nion of the conmmttee, involve risks to resident protection and
rights.
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b. Ensure that these prograns are conducted only with the witten
i nforned consent of the resident, parent (if the resident is a
m nor), or |egal guardian.

c. Review, nonitor, and nake suggestions to the facility about its
practices and prograns as they relate to drug usage, physica
restraints, tinme-out roons, application of painful or noxious
stimuli, control of inappropriate behavior, protection of resident
rights and funds, and any other area that the committee believes
needs to be addressed.

These provisions for commttee review may be nodified only if, in the
j udgenent of the Departnent of Inspections and Appeals, court decrees,
state |l aw, or regulations provide for equivalent resident protection
and consul tation.

Ti ne- Qut Roons

A resident nay be placed in a roomfromwhich egress is prevented only
if the follow ng conditions are net:

a. The placenent is a part of an approved systematic tinme-out
program

b. The resident is under the direct constant visual supervision of
desi gnated staff.

c. The door to the roomis held shut by staff or by a nechani sm
requiring constant physical pressure froma staff menber to keep
t he mechani sm engaged.

Pl acement of a resident in a tine-out roomshall not exceed one hour
Resi dents placed in tinme-out roons shall be protected from hazardous
conditions including, but not limted to, presence of sharp corners
and objects, uncovered light fixtures, unprotected el ectrical outlets.
The facility shall keep a record of time-out activities.

Physi cal Restraints

The facility may enpl oy physical restraint only:

a. As an integral part of an individual programplan that is intended
to lead to less restrictive nmeans of managi ng and elimnating the
behavi or for which the restraint is applied.

b. As an energency neasure, but only if absolutely necessary to
protect the resident or others frominjury.
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c. As a health-related protection prescribed by a physician, but only
if absolutely necessary during the conduct of a specific nedica
or surgical procedure, or only if absolutely necessary for
resi dent protection during the tinme that a medical condition
exi sts.

Aut hori zation to use or extend restraints as an energency shall be in
ef fect no | onger than 12 consecutive hours and shall be obtained as
soon as the resident is restrained or stable. The facility shall not
i ssue orders for restraint on a standing or as needed basis.

A resident placed in restraint shall be checked at |east every 30

m nutes by staff trained in the use of restraints and shall be

rel eased fromthe restraint as quickly as possible. A record of these
checks and usage shall be kept.

Restraints shall be designated and used so as not to cause physica
infjury to the resident and so as to cause the | east possible

di sconfort. Barred enclosures shall not be nmore than three feet in
hei ght and shall not have tops. Opportunity for notion and exercise
shal |l be provided for a period of not |ess than 10 m nutes during each
two- hour period in which restraint is enployed. A record of the
activity shall be kept.

Drug Usage

Drugs used for control of inappropriate behavior shall be approved by
the interdisciplinary team Drugs shall be used only as an integra
part of the resident's individual programplan that is directed
specifically towards the reduction and eventual elimnation of the
behaviors for which the drugs are enpl oyed. Drugs used for control of
i nappropriate behavi or shall not be used until it can be justified
that the harnful effects of the behavior clearly outweigh the
potentially harnful effects of the drugs.

The facility shall not use drugs in doses that interfere with the

i ndividual resident's daily living activities. Drugs used for contro
of inappropriate behavior shall be nonitored closely, in conjunction
wi th the physician and the drug regimen review requirenents, for
desired responses and adverse consequences by facility staff. These
drugs shall be gradually withdrawn at |east annually in a carefully
noni t ored program conducted in conjunction with the interdisciplinary
team unless clinical evidence justifies that this is contraindicated.

Heal th Care Services

The facility shall furnish, maintain in good repair, and teach residents
to use and to nake inforned choi ces about the use of dentures, eyegl asses,
heari ng and ot her comruni cations aids, braces, and other devices
identified by the interdisciplinary team as needed by the residents.
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Physi ci an Servi ces

The facility shall provide or obtain preventive and general nedica
care for each resident. The facility shall ensure the availability of
physici an services 24 hours a day. To the extent pernmitted by state
law, the facility nay utilize physician assistants and nurse
practitioners to provide physician services as described in this
manual .

A physician shall participate in the establishment of each newy
admtted resident's initial individual program plan

The physician shall develop, in coordination with |icensed nursing
personnel, a nedical care plan of treatnent for a resident if the

physi ci an determ nes that an individual resident requires 24-hour

licensed nursing care. This plan shall be integrated in the

i ndi vi dual program pl an

The facility shall provide or obtain annual physical exam nations of
each resident that include, at a mnimm the foll ow ng:

a. Evaluation of vision and hearing.

b. I nmunizations, using as a guide the recomendations of the Public
Heal th Service Advisory Conmittee on the Control of Infectious
Di seases of the American Acadeny of Pediatrics.

c. Routine screening |aboratory exanm nations as deterni ned necessary
by the physician, and special studies when needed.

d. Tuberculosis control, appropriate to the facility's popul ation
and in accordance with the recomrendati ons of the Anerican Coll ege
of Chest Physicians or the section of diseases of the chest of the
Ameri can acadeny of Pediatrics, or both.

Nur si ng Servi ces

The facility shall provide residents with nursing services in
accordance with their needs. These services shall include:

a. Participation as appropriate in the devel opnent, review, and

update of an individual program plan as part of the
i nterdi sciplinary team process.
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b. The devel opnent, with a physician, of a nedical care plan of
treatment for a resident when the physician has determ ned that an
i ndi vidual resident requires such a plan

c. For those residents certified as not needing a nedical care plan
a review of their health status. This review shall be by a direct
physi cal exam nation by a |icensed nurse.

Revi ews shall be done quarterly or nore frequently, depending on
resi dent need, and be recorded in the client's record.

Revi ewers shall result in any necessary action including referra
to a physician to address resident health probl ens.

d. Oher nursing care as prescribed by the physician or as identified
by resident needs.

e. Inplenenting, with other nmenbers of the interdisciplinary team
appropriate protective and preventive health neasures that
include, but are not limted to:

(1) Training residents and staff as needed in appropriate health
and hygi ene net hods.

(2) Control of communi cabl e di seases and i nfections, including
the instruction of other personnel in nethods of infection
control

(3) Training direct care staff in detecting signs and synptons of

illness or dysfunction, first aid for accidents or illness,
and basic skills required to neet the health needs of the
resi dents.

Dental Services

The facility shall provide or nake arrangenents for conprehensive
di agnostic and treatnent services for each resident fromqualified
personnel, including |icensed dentists and dental hygienists, either
t hrough organi zed dental services in-house or through arrangenent.

A conpl ete extraoral and intraoral exami nation, using all diagnostic
ai ds necessary to properly evaluate the client's oral condition, shal
be performed not later than one nonth after admission to the facility,
unl ess the exam nati on was conpleted within 12 nonths before

adm ssion. Periodic exam nation and diagnosis shall be perforned at

| east annual |y, including radi ographs when indi cated and detection of
mani f estati ons of system c disease. A review of the results of

exam nation and entry of the results shall be entered in the client's
dental record.
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I f appropriate, dental professionals shall participate in the

devel opnent, review, and update of an individual program plan as part
of the interdisciplinary process either in person or through witten
report to the interdisciplinary team

The facility shall provide education and training in the maintenance
of oral health.

The facility shall ensure conprehensive dental treatnment services that
include the availability for emergency dental treatment on a
24-hour-a-day basis by a |icensed dentist. Dental care needed for
relief of pain and infections, restoration of teeth, and nai ntenance
of dental health shall be available to resident.

If the facility nmaintains an in-house dental service, the facility
shal | keep a permanent dental record for each resident, with a denta
sunmary maintained in the resident's living unit. |If the facility
does not maintain an in-house dental service, the facility shal
obtain a dental summary of the results of dental visits and nmintain
the sunmary in the resident's living unit.

Phar macy Servi ces

The facility shall provide or nmake arrangenents for the provision of
routi ne and energency drugs and biologicals to its residents. Drugs
and bi ol ogi cal s may be obtained fromcomrunity or contract pharnacists
or the facility may naintain a |icensed pharnacy.

A pharmacist with input fromthe interdisciplinary teamshall review
the drug regi men of each resident at |east quarterly. The pharnaci st
shall report any irregularities in residents' drug reginmens to the
prescribing physician and interdisciplinary team The pharnmaci st

shal |l prepare a record of each resident's drug regi men reviews and the
facility shall nmmintain that record

As appropriate, the pharnacist shall participate in the devel opnent,

i npl enentation, and review of each resident's individual program plan
either in person or through witten report to the interdisciplinary

t eam

The facility shall have an organi zed system for drug adm nistration
that identifies each drug up to the point of administration. An

i ndi vi dual nedication adm nistration record shall be maintained for
each resident. The systemshall ensure that:

a. Al drugs are adninistered in conpliance with the physician's
orders.
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b. Al drugs, including those that are self-adninistered, are
admi ni stered without error

c. Unlicensed personnel are allowed to administer drugs only if state
| aw permts.

d. Residents are taught how to administer their own nedications if
the interdisciplinary team determ nes that self-adm nistration of
nedi cations is an appropriate objective, and if the physician does
not specify otherw se.

e. The resident's physician is infornmed of the interdisciplinary
team s decision that self-adnministration of medications is an
object for the client.

f. No resident self-admnisters nedications until the resident
denonstrates the conmpetency to do so.

g. Drugs used by residents while not under the direct care of the
facility are packaged and | abeled in accordance with state | aw

h. Drug admi nistration errors and adverse drug reactions are recorded
and reported i mmediately to a physician.

The facility shall store drugs under proper conditions of sanitation
tenperature, light, humdity, and security. The facility shall keep
all drugs and biol ogicals |ocked, except when being prepared for

adm nistration. Only authorized persons nay have access to the keys
to the drug storage area. Residents who have been trained to

sel f-adm ni ster drugs nay have access to keys to their individual drug

supply.

The facility shall nmaintain records of the receipt and disposition of
all controlled drugs. The facility shall, on a sanple basis,
periodically reconcile the receipt and disposition of all controlled
drugs in schedules Il through IV (drugs subject to the Conprehensive
Drug Abuse Prevention and Control Act of 1970, 21 U S.C 801 et seq.).
If the facility nmaintains a |licensed pharmacy, the facility shal
conply with the regulations for controlled drugs.

Label i ng of drugs and biol ogicals shall be based on currently accepted
prof essi onal principles and practices, and shall include the
appropriate accessory and cautionary instructions, as well as the
expiration date, if applicable. The facility shall renpove from use
outdated drugs and drug containers with worn, illegible, or mssing

| abel s.

Drugs and bi ol ogi cal s packaged in containers designated for a

particul ar resident shall be imediately renoved fromthe resident's
current nedication supply if discontinued by the physician
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Laboratory Services

Laboratory neans an entity for the mcrobiological, serological

chem cal, henatol ogi cal, radio-bioassay, cytol ogical

i mmunohemat ol ogi cal , pathol ogical, or other exanination of nmaterials
derived fromthe human body, for the purpose of providing information for the
di agnosi s, prevention, or treatnent of any di sease or assessnent of a nedical
condi tion.

If a facility chooses to provide | aboratory services, the | aboratory
shal | neet the management requirenments specified in 42 CFR 493. 1407
and provi de personnel to direct and conduct the | aboratory services.

The I aboratory director shall be technically qualified to supervise
the | aboratory personnel and test perfornmance and shall neet |icensing
or other qualification standards established by the state with respect
to directors of clinical |aboratories.

The | aboratory director shall provide adequate technical supervision
of the laboratory services and ensure that tests, exam nations and
procedures are properly performed, recorded, and reported.

The | aboratory director shall ensure that the staff has appropriate
education, experience, and training to performand report |aboratory
tests pronptly and proficiently; is sufficient in number for the scope
and conmplexity of the services provided; and receives in-service
training appropriate to the type of conplexity of the |aboratory

servi ces of fered.

The | aboratory technol ogi sts shall be technically conmpetent to perform
test procedures and report test results pronptly and proficiently.

The | aboratory shall meet the proficiency testing requirements
specified in 42 CFR 493.801. The laboratory shall neet the quality
control requirenents specified in 42 CFR 493.1501. |If the | aboratory
chooses to refer specinens for testing to another |aboratory, the
referral |aboratory shall be an approved Medicare | aboratory.

Di etetic Services

Each resident shall receive a nourishing, well-balanced diet,

i ncluding nodified and specially prescribed diets. The resident's
interdisciplinary team including a qualified dietitian and physician
shall prescribe all nodified and special diets, including those used
as a part of a programto manage inappropriate resident behavior
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A qualified dietitian shall be enployed either full tinme, part tine,
or on a consultant basis, at the facility's discretion. If a
qualified dietitian is not enployed fulltinme, the facility shal
designate a person to serve as the director of food services.

Unl ess ot herwi se specified by nmedical needs, the diet shall be
prepared at |east in accordance with the |atest edition of the
recommended dietary all owances of the Food and Nutrition Board of the
Nati onal Research Council, National Acadeny of Sciences, adjusted for
age, sex, disability, and activity. Foods proposed for use as a
primary reinforcement of adaptive behavior shall be evaluated in Iight
of the resident's nutritional status and needs.

Each resident shall receive at |east three neals daily, at regular
times conparable to nornmal nealtinmes in the community. Not nore than
14 hours shall el apse between a substantial evening neal and breakf ast
of the followi ng day. On weekends and hol i days when a nouri shing
snack is provided at bedtinme, 16 hours may el apse between a
substanti al evening neal and breakfast. Not |ess than 10 hours shal
el apse between breakfast and the evening neal of the sane day, except
as provi ded above.

Menus shal|l be prepared in advance and shall provide a variety of
foods at each neal .

Menus shall be different for the sane days of each week and adj usted

for seasonal change. Menus shall include the average portion sizes
for menu itenms. Menus for food actually served shall be kept on file
for 30 days.

Food shall be served in appropriate quantity, at appropriate
tenperature, and in a formconsistent with the devel opnental |evel of
the resident.

The facility shall serve nmeals for all residents, including persons
wi th anbul ation deficits, in dining areas, unless otherw se specified
by the interdisciplinary teamor a physician. The facility shal
provide table service for all residents who can and will eat at a
table, including residents in wheelchairs. The facility shall equip
areas with tables, chairs, eating utensils, and dishes designed to
neet the devel opnental needs of each resident.

The facility shall supervise and staff dining roons adequately to
direct self-help dining procedure, to ensure that each resident
recei ves enough food, and to ensure that each resident eats in a
manner consistent with the resident's devel opnental level. Staff
shal |l ensure that each resident eats in an upright position, unless
ot herwi se specified by the interdisciplinary teamor the physician
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PROTECTI ON OF RESI DENTS' RI GHTS

The facility shall ensure the rights of all residents. Therefore the facility
shal | :

A

M

I nform each resident, parent (if the resident is a mnor), or |ega
guardi an of the resident's rights and the rules of the facility.

I nform each resident, parent (if the resident is a mnor), or |ega
guardi an, of the resident's nedical condition, devel opnental and
behavi oral status, attendant risks of treatment, and of the right to
refuse treatnent.

Al'l ow and encourage individual residents to exercise their rights as
residents of the facility, and as citizens of the United States, including
the right to file conplaints and the right to due process.

Al l ow i ndividual residents to nanage their financial affairs and teach
themto do so to the extent of their capabilities.

Ensure that residents are not subjected to physical, verbal, sexual, or
psychol ogi cal abuse or puni shment.

Ensure that residents are free from unnecessary drugs and physica
restraints and are provided active treatnent to reduce dependency on drugs
and physical restraints.

Provi de each resident with the opportunity for personal privacy and ensure
privacy during treatnent and care of personal needs.

Ensure that residents are not conpelled to performservices for the
facility and ensure that residents who do work for the facility are
conpensated for their efforts at prevailing wages and comensurate with
their abilities.

Ensure residents the opportunity to comuni cate, associate, and neet
privately with individuals of their choice, and to send and receive
unopened nmi |

Ensure that residents have access to tel ephone with privacy for incom ng
and outgoing | ocal and | ong distance calls except as contraindicated by
factors identified within their individual program plans.

Ensure residents the opportunity to participate in social, religious, and
conmunity group activities.

Ensure that residents have the right to retain and use appropriate
personal possessions and clothing, and ensure that each resident is
dressed in the resident's own cl ot hing each day.

Permt a husband and wife who both reside in the facility to share a room
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The facility shall establish and maintain a systemthat ensures a full and
conpl ete accounting of residents' personal funds entrusted to the facility on
behal f of clients and precludes any comm ngling of resident funds wth
facility funds or with the funds of any person other than another resident.
The resident's financial record shall be available on request to the resident,
parent (if the resident is a mnor), or |egal guardian

Communi cation Wth dients, Parents, and Guardi ans

The facility shall pronote participation of parents (if the resident is a
m nor) and | egal guardians in the process of providing active treatnent to
a resident, unless their participation is unobtainable or inappropriate.
The facility shall answer conmunications fromresidents' famlies and
friends pronptly and appropriately. The facility shall pronptly notify
the resident's parents or guardian of any significant incidents or changes
in the resident's condition including, but not Iimted to, serious
illness, accident, death, abuse, or unauthorized absence.

The facility shall pronbte visits by persons with a relationship to the
resident {such as famly, close friends, |egal guardians and advocates) at
any reasonabl e hour, w thout prior notice, consistent with the right of
that resident's and other residents' privacy, unless the interdisciplinary
team deternmines that the visit would not be appropriate. The facility
shal |l pronote visits by parents or guardians to any area of the facility
that provides direct resident care services to the client, consistent with
the rights of that resident and other residents' privacy.

The facility shall pronote frequent and informal |eaves fromthe facility
for visits, trips, or vacations.

Staff Treatnment of Residents

The facility shall develop and inplenment witten policies and procedures
that prohibit mstreatnent, neglect, or abuse of the resident. Staff of
the facility shall not use physical, verbal, sexual or psychol ogical abuse
or punishnent. Staff should not punish a resident by w thhol ding food or
hydration that contributes to a nutritionally adequate diet.

The facility shall prohibit the enploynment of people with a conviction or
prior enploynment history of child or client abuse, neglect or
m streat nent .

The facility shall ensure that all allegations of mstreatnent, neglect, or
abuse, as well as injuries of unknown source, are reported imediately to
the adm nistrator or to other officials in accordance with state |aw through
establ i shed procedures. The facility shall have evidence that all alleged
vi ol ations are thoroughly investigated and shall prevent further potentia
abuse while the investigation is in progress. The results of all investiga-
tions shall be reported to the adm nistrator or designhated representative or
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to other officials in accordance with state law within five working days
of the incident, and, if the alleged violation is verified, appropriate
corrective action shall be taken

Saf egardi ng Personal Property

The facility shall safeguard the resident's personal possessions.
Saf eguardi ng shall include, but is not linited to:

1. Providing a nmethod of identification of the resident's suitcases,
cl othing, and ot her personal effects, and listing these on an
appropriate formattached to the resident's record at the time of
adm ssion. These records shall be kept current. Any personal effects
rel eased to a relative of the resident shall be covered by a signed
receipt.

2. Providing adequate storage facilities for the resident's persona
effects.

3. Ensuring that the resident is accorded privacy and uncensored
conmuni cation with others by mail and tel ephone and with persons of
the resident's choice except when therapeutic or security reasons
dictate otherwise. Any linmtations or restrictions inposed shall be
approved by the adm nistrator and the reasons noted shall be made a
part of the resident's record.

VEDI CAID ELIG BILITY

Eligibility for Medicaid is determ ned under rules established by the
Departnment. Wthin certain limts established by the federal government, each
state determ nes which health care services it wi shes to provide through the
Medi cai d Program and whi ch groups of people are eligible for these services.
Groups of persons eligible for Medicaid in lowa include the follow ng:

A. Current recipients of Aid to Dependent Children and various ki nds of
deened and past recipients.

B. Persons receiving a paynent through the federal Supplenental Security
Income (SSI) program for the aged, blind and di sabled. This includes
certain persons in nmedical institutions (hospitals and nursing facilities)
who, though not receiving SSI paynents while in the institution, would be
eligible to receive themif living outside of the nedical institution

C. Persons who were receiving Od Age Assistance, Aid to the Blind, and A d
to the Disabled on Decenber 31, 1973, as long as they continue to neet the
eligibility conditions for Medical Assistance as of Decenber 31, 1973.

D. Recipients of State Suppl ementary Assi stance.
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E. Persons in nedical institutions who would be ineligible for SSI in their
own hones because their income exceeds SS|I standards, but whose inconme is
| ess than 300 percent of the SSI standards for one person (the "Medicaid
cap"). (This standard is indexed for inflation and changes as determ ned
by Congress.)

F. Persons under 21 who neet the financial criteria of the Aid to Dependent
Children program but do not neet other requirenents.

G Persons who decline a Supplemental Security Inconme, State Suppl enentary
Assi stance, or Aid to Dependent Children grant.

H  Persons who would be eligible for SSI or State Suppl enentary Assi stance
except for cost of living increases in Social Security incone received
since they last received SSI or State Supplenentary Assistance along with
Soci al Security.

New coverage groups are created periodically by Congress. Federal |aw al so
provi des that persons who transfer resources in order to becone eligible for
Medi cai d generally are not eligible for Medicaid paynent of nursing care
facility services.

Application Procedure

Financial eligibility for Medicaid is determ ned by the county Depart nent
of fices under rules established by the Department. Facilities should
advi se persons needing help with the costs of nedical care to contact the
Departnent office in the county in which they reside (or where they wl|
resi de when they enter the facility).

Per sons whose nonthly incone indicates they would be eligible for SSI nust
apply for the SSI programat the district office of the Social Security
Admi ni stration serving the area in which the facility is located. (After
the nonth of entry to the facility, only persons with a nonthly incone

| ess than $50 need to apply for SSI.)

Per sons whose incone is over SSI standards nmust apply to the Departnent.
Such people, commonly referred to as persons in the "300% group," are
financially eligible for Medicaid in a nedical facility providing nonthly
incone is not in excess of 300% of SSI income limts and resources are
within SSI Iimts. Eligibility requires a 30-consecutive-day period of
residence in a nedical institution. A resident may have been in nore than
one facility during the nonth or needed nore than one | evel of care but
nmust have been in a nedical institution during the 30-day peri od.

Resi dents whose deaths occur during the 30-consecutive-day period of
residency will be considered eligible if there was continuous residency.
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The Departnent redeternmines Medicaid eligibility for persons having
nmonthly incone of $50 or nore. For persons with nmonthly income of |ess
than $50, redetermination of eligibility is done by the district office of
the Social Security Admi nistration

Eligibility for Services

Contact the lowa Foundation for Medical Care (I FMC) on, or preferably
before, adm ssion of a resident who is expected to be financially eligible
for Medicaid. Also contact | FMC when a resident who has been adnmitted on
private pay decides to apply for Medicaid. (The IFMC reviews |CF MR

adm ssions and transfers only when docunentation is provided which
verifies a referral froma case nanagenent program)

The initial evaluation for adm ssion shall be conducted by an
interdisciplinary team The team shall consist of a physician, a socia
wor ker, and other professionals. At |east one nenmber of the team shall be
a qualified nental retardation professional

The eval uation shall include a conprehensive nedical, social, and
psychol ogi cal eval uati on. The conprehensi ve eval uation shall include:

¢ Diagnoses, summaries of present nedical, social and where appropriate,
devel opnental findings, nmedical and social famly history, nental and
physi cal functional capacity, prognoses, range of service needs, and
amounts of care required.

¢ An evaluation of the resources available in the hone, fanmly, and
conmuni ty.

¢ An explicit recomendation with respect to adm ssion (or in the case of
persons who make application while in the facility, with respect to
continued care in the facility).

Where it is deternmined that | CF/ MR services are required by a person
whose needs might be net through the use of alternative services which
are currently unavailable, this fact shall be entered in the record,
and plans shall be initiated for the active exploration of

al ternatives.

¢ An individual plan for care shall include:

- Diagnosis, synptons, conplaints or conplications indicating the need
for adm ssion;

e A description of the functional |evel of the resident;
e Witten objective

e Oders as appropriate for nedications, treatnents, restorative and
rehabilitative services, therapies, diet, activities, socia
servi ces, and special procedures designed to neet the objectives;
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e Plans for continuing care, including provisions for review and
necessary nodifications of the plan, and discharge.

¢ Witten reports of the evaluation and the witten individual plan of
care shall be delivered to the facility and entered in the resident's
record at the time of admission or, in the case of persons already in
the facility, imediately upon conpletion

Medi cai d-el i gi bl e persons nay be adnmitted to an | CF/ MR upon the
certification of a licensed physician of nedicine or osteopathy that there
is a necessity for care at the facility Eligibility shall continue as |ong
as a valid need for the care exists.

Medi cai d paynment will be made for I CF/ MR care only upon certification of
need for this level of care by a |licensed physician of nedicine or
ost eopat hy and approval by the IFMC, lowa's peer review organi zation

| FMC makes the decision as to necessity for ICFH/ MR care and sends a
printout with the pertinent data to the Bureau of Long-Term Care. The
Division matches the report with financial eligibility data.

An informational copy of the printout is furnished to the facility.
Facility staff should check the printout for accuracy. Any errors noted,
such as a misspelling of the resident's nane or the date of nedica
approval, should be reported to the |IFMC.

No Medi caid paynent can be nmade until the IFMC has the recipient's

Medi caid identification nunber. Facilities can expedite pronpt paynent by
notifying I FMC of the identification nunber as soon as it becones
avai |l abl e.

Pl acenent Approved

When pl acenent has final approval of the Departnent, paynment wll be
aut hori zed retroactive to the date of the resident's admission to the
facility, if appropriate.

The begi nning date of eligibility shall be no nore than 90 days before
the first day of the month in which application was filed with the
Departnent. Eligibility can be granted retroactively for the three
nont hs before application, provided that eligibility existed at that
tinme.

Pl acenent Not Approved

When | CF/ MR pl acenent is not approved for nedical reasons, the | FMC
notifies the facility of the decision by tel ephone on the day that the
decision is nade. The facility is responsible for notifying the
resident of this decision
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Witten confirmation fromthe IFMC will foll ow the tel ephone
notification of disapproval. Copies of this witten notice are
provided to the facility, the resident, the attendi ng physician, and
t he Depart nment.

Upon notice of disapproval, the facility should put the resident's
di scharge plan into effect, in cooperation with the resident and the
resident's family. A county office worker will be contacting the
facility to nmonitor the progress nmade in effecting the discharge plan

Conti nued Stay Revi ews

Continued stay reviews are the responsibility of the |owa Foundation for
Medi cal Care. Continued stay reviews are perforned at | east yearly.

Their purpose is to determne if the resident continues to need the | CFH MR
care.

ARRANGEMENTS MADE W TH THE RESI DENT

Sone persons requiring care are able to understand the necessity for care and
participate in the planning for it. Qhers nay be unable to discuss their
problens. |n such cases, protective services may be necessary. Contact the
county office for assistance to enable the famly to nmake a decision as to
whet her guardi anshi p shoul d be established.

Resi dent Care Agreenent

The I CF/ MR shall enter into form 470-0374, |1CF/ MR Resident Care Agreenent,
with a Medicaid-eligible resident (or the resident's relative, guardian
or trustee) upon admission to the facility.

lowa | aw requires that each person residing in a health care facility be
covered by a contract that lists the duties, rights, and obligations of
all parties. Consequently, for Medicaid residents, form 470-0374, which
is a three-party contract between the facility, the resident, and the
Departnent, is required.

Fi nanci al Participation

A resident's paynent for care may include any voluntary paynents made by
fam |y nmenbers toward the cost of care. The resident's client

partici pation and nedi cal payments froma third party shall be paid toward
the total cost of care for the nonth before any state paynent is made.

Al of a resident's incone in excess of authorized exenptions is applied
toward the cost of care. The resident retains $30 of incone for persona
needs. After the resident's financial participation is exhausted, the
state nakes up the difference between the resident's incone and t he cost
of ICF/MR care for the nmonth. The facility is responsible for collecting
the resident's financial participation
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Al resident incone above the authorized exenption is applied to the cost
of care, beginning with the first nonth of adm ssion as a Medicaid
resident in the foll ow ng instances:

¢ Residents leaving the facility for the purpose of hospitalization
nursing facility care or skilled care who renain on the Medicaid
programand |later return to the | CF/ MR

¢ Residents changing fromprivate-pay status to Medicaid status while
residing in an | CF/ MR

¢ Residents transferring froman out-of-state ICF/MRto an lowa facility.

A resident who has noved from an i ndependent |iving arrangement to an

ICF/ MR may have limted first-nmonth client participation due to

mai nt enance or |iving expenses connected with the previous |iving
arrangenent. A county office worker of the Departnment detern nes how much
of the resident's incone nay be protected in order to defray expenses.

It is essential that the resident, soneone acting in the resident's
behal f, or the administrator of the ICF/ MR inmmediately notify the district
of fice of the Social Security Administration and the county office of the
Depart nent when an SSI beneficiary enters the facility and when an SSI
beneficiary is discharged. (The county office is notified by neans of
form 470-0042, Case Activity Report.)

This is necessary so that incorrect SSI paynents can be avoi ded and
over paynents or underpaynents through the Medicaid Program do not occur

If a resident transfers fromone ICF/ MR to another during a nonth, any
remai ni ng financial participation shall be taken to the new facility and
applied to the cost of care at that facility. Present policy concerning
differential paynent for reserve bed days nmay change the use of financia
partici pation when residents are absent fromthe facility. (See the
section on absence fromthe | CF/ MR)

Admi ni strators should ensure that the correct anpbunt of financia
participation is collected, particularly in cases where the resident my
transfer fromthe facility.

The worker at the county office determines client participation. The
amounts of first-nonth and ongoing financial participation are shown on
form MA-2139-0, Facility Card

Medi care, Veterans, and Sim | ar Benefits

Al'l nedical resources available to the resident nust be used to pay for
the cost of the resident's ICF/ MR care. Such resources include private
health or accident insurance carried by the resident, or by others on the
resident's behal f, trusts set up for nmedical care, and services reasonably
avai | abl e through other publicly supported prograns, such as Medicare,

| veterans benefits, Vocational Rehabilitation, etc.
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When a facility receives information that not all resources available to a
resi dent are being used, notify the county office of the Departnent in
witing. Following is a suggested fornmat:

To: County Departnment of Human Services
From (Name of Facility)
Subj ect : (Reci pi ent's Nane)

We have received information that this resident may:
Be eligible for veterans benefits
Have other potential resources to pay for care as described bel ow

Not be eligible for Medicaid because:

cc: | owa Departnent of Human Services
Bur eau of Long-Term Care
1305 E Wal nut Street, 5'" Fl oor
Des Mdines, | A 50319-0114

Per sonal Needs Al |l owance

Al'l Medicaid residents of an I CF/ MR have a small incone which is intended
to cover the purchase of necessary clothing and incidentals. This is
call ed the personal needs all owance.

If the resident has personal incone, the first $30 of income is retained
for these personal needs and an additional anmount up to $65 is all owed
fromearned income only. |If the resident's incone is |less than the
personal needs allowance, the difference between the incone and the
personal needs allowance is usually paid to the resident through the
Suppl emrental Security Income Program

As its name suggests, the personal needs all owance is an allotnment of
nmoney provided for the resident to spend on such personal needs and
articles as the resident wishes. To the extent feasible, the resident
shoul d be encouraged to see the nobney as personal funds. |If the resident
i s unabl e to manage personal funds, the guardian should then use the

al  owance to nmeet the personal needs of the resident.

The resident is to be the person who is to be spending the noney, and the
resi dent should be encouraged to see the noney as his or her persona
funds. If the resident is unable to manage funds, the guardi an shoul d
then use the allowance to neet the personal needs of the resident.

The personal needs allowance is seen as one method of inmproving the
quality of life for those persons needing an ICF/ MR living situation. The
noney can serve as a way for the resident to mamintain control over a
segnent of personal life and environment, and a way for the resident to

i ndi vidualize hinmself or herself in an institutional setting.
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No Medi caid resident or responsible party shall be charged for itens not
specifically requested by the resident or responsible party. The facility
may not inmpose a charge agai nst the personal funds of a resident for any
itemor service for which paynment is nmade under Medicaid or Medicare.

Pol i cy concerning the responsibility for paynent of nonl egend drugs and
for paynment of certain | egend drugs not payable through Medicaid is
sonetines misinterpreted by facilities and the general public. The main
points of the Departnent's |long-standing policy in this area are as
fol | ows:

1. |If a physician prescribes a nonlegend drug by brand nanme, the facility
is expected to provide that particular brand to the resident. The
expense is shown as an audit cost to the facility.

2. If a physician does not specify a brand nane in an order for a
nonl egend drug, it is proper that the facility offer a house brand
stocked by the facility. |If a resident insists upon other than the

house item it is always the responsibility of the facility to nmake
the first offer to provide any nonl egend drug prescribed by a
physi ci an.

3. A physician may order a prescription drug for which the Medicaid
programw || not make payment, since the drug is on the list of
products classified by the Food and Drug Adm nistration as |acking
adequat e evi dence of effectiveness.

If so, the physician and resident shall be advised that Medicaid does
not pay for the itemand that the facility cannot accept

responsi bility for paynment, since such noncovered drugs are not to be
shown as an audit cost on the financial and statistical report. |If

t he physician or the resident insists on the itemin question, it
becomes the responsibility of the resident or a responsible third
party to deal with the pharnmacy providing the drug.

If the personal needs fund exceeds the Medicaid eligibility limt, the

person | oses Medicaid eligibility until resources are within this lint as
of the first nmonent of the first day of a nonth.

CAI D BI LLI NG AND PAYMENT

Met hod of Rei nbur senent

The Medi cai d program rei nburses | CFs/ MR under a cost-rel ated vendor

paynment system with a per diemset for each facility. This rate is
established on the basis of financial and statistical data subnitted by
the facility on form 470-0030, Financial and Statistical Report. The
financial data submitted by the facility is audited by the accounting firm
under contract with the Departnent.
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Rat e Det erm nati on

a.

Busi ness Startup and Organi zation Costs

The costs incurred during the period of devel oping a provider's
ability to furnish patient care services are referred to as start-
up costs. Since these costs are related to patient care services
rendered after the tine of preparation, the costs nust be
capitalized as deferred charges and anortized over a five-year
peri od.

Start-up costs include, for exanple, admi nistrative and program
staff salaries, heat, gas and electricity, taxes, insurance,
nortgage and other interest, enployee training costs, repairs and
mai nt enance, and housekeepi ng. Any other costs that are properly
identifiable as organi zation costs or capitalizable as
construction costs nmust be appropriately classified as such

Organi zation costs are those costs directly incident to the
creation of a corporation or other form of business. These costs
are an intangible asset in that they represent expenditures for
rights and privil eges which have a value to the enterprise. The
services inherent in organization costs extend over nore than one
accounting period and affect the cost of future periods of
operation. Organization costs must be anortized over a five-year
peri od.

Al | owabl e organi zation costs include, but are not limted to,

| egal fees incurred in establishing the corporation or other
organi zation (such as drafting the corporate charter and byl aws,

| egal agreenents, nminutes of organi zation neetings, terns of
original stock certificates), necessary accounting fees, expenses
of tenmporary directors and organi zati onal neetings of directors
and stockhol ders, and fees paid to states for incorporation

The following types of costs are not considered all owabl e

organi zation costs: costs relating to the issuance and sal e of
shares of capital stock or other securities, such as underwiters'
fees and comm ssions, accountant's or |awer's fees; costs of
qual i fying the issues with the appropriate state or federa
authorities; and stanp taxes.

Adm ni strative Costs

Admi ni strative costs shall not exceed 18 percent of total facility
costs. Admnistrative costs are conprised of those costs incurred
in the general nanagenent and administrative functions of the
facility. Administrative costs include, but are not necessarily
limted to, the follow ng:
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(1) Adnministrative salaries.

(2) Accounting costs.

(3) Cerical costs.

(4) Data processing.

(5) Personnel departnent.

(6) Managerent fees.

(7) Hone office and other organi zational costs.
(8) Ofice supplies and postage.

(9) Indirect business expense.

Actual All owabl e Cost Per Di em

The actual allowable cost for |ICFs/ MR shall be the actual audited
reported cost plus the inflation factor and nay include an
i ncentive factor.

For community-based | CFs/ MR, an additional occupancy factor is
used in deternmining the actual per diemrate for the facility.
Typically the per diemis arrived at by dividing the actua

al  owabl e reported costs by total patient days during the
reporting period.

Total patient days for purposes of rate determ nation shall be
actual inpatient days or 80 percent of the |licensed capacity of
the facility, whichever is greater

I nfl ati on Factor

The inflation factor is equal to the | esser of the percentage

i ncrease of the Consumer Price Index for all urban consuners, U S
city average, or the average percentage increase of actual costs
fromthe prior year, of "Unaudited Conpilation of Various Costs
and Statistical Data." The inflation factor is applied to the
first six nonths and all subsequent cost reports subnmitted by a
new | CF/ MR and the annual cost reports for the existing | CFs/ MR

I ncentive Factor

An incentive factor for newfacilities is applied to the first
six- month cost report files ending June 30 after a base rate has
been established. The incentive factor for existing ICFs/MR is
appl i ed annual |l y.

Facilities with a per diem cost percentage increase of |ess than
t he percentage i ncrease of the Consuner Price |Index are given
their actual percentage increase plus one-half the difference of
the Consuner Price Index |l ess their actual percentage increase.
This percentage difference tinmes the actual per diemcost for the
annual period just conpleted is the incentive factor
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Facilities whose annual per diem cost decreased fromthe prior
year are given one-half the percentage increase in the Consuner
Price I ndex as an incentive for cost containnent. One-half of the
percentage i ncrease of the Consuner Price Index tinmes the actua
per diem cost for the annual period just conpleted is the
incentive factor.

Maxi mum Al | owabl e Base Rate

The maxi mum al | owabl e base rate for the first annual period is
determ ned by taking the per diemrate cal cul ated for new
facilities for the base period and then multiplying it by the
Consuner Price Index and adding it to the base rate. The maxi num
al | owabl e base rate for each period thereafter (until rebasing) is
cal cul ated by increasing the prior year's nmaxi num al | owabl e base
by the annual percentage increase of the Consumer Price |ndex for
all urban consuners, U S. city average.

Facility rates will be rebased using the cost report for the year
covering state fiscal year 1996 and will subsequently be rebased
each four years. The Departnent will consider allow ng speci al
rate adj ustnments between rebasing cycles if:

(1) An increase in the mninumwage occurs.

(2) A change in federal regulations occurs which necessitates
addi tional staff or expenditures for capital inprovenents, or
a change in state or federal |aw occurs, or a court order
with force of | aw nmandates program changes whi ch necessitates
the addition of staff or other resources.

(3) A decision is made by a facility to serve a significantly
different client population or to otherwi se make a dramatic
change in program structure. (Docunentation and verification
will be required.)

(4) Afacility increases or decreases |licensed bed capacity by 20
percent or nore.

Maxi mum Al | owabl e Cost Ceiling

The maxi mum al | owabl e cost ceiling is set at the eightieth
percentile of all participating conmmunity-based |owa | CFs/ MR based
on the "Unaudited Conpilation of Various Costs and Statistica
Data." The eightieth percentile maximumrate is adjusted July 1
of each year. The state hospital schools are not included in the
conpilation of facility costs.
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h

Rei mbur sement Rate (Paynent Rate)

The rei nburserment rate is the | ower of the actual allowable per
diemrate, the nmaxi num all owabl e based rate, or the maxi mum
al | owabl e cost ceiling.

Paynment to New Facility

a.

Budget

A facility receiving initial Medicaid certification for |ICF/ MR

| evel of care shall submt a budget for six nonths of operation
begi nning with the nonth in which Medicaid certification is given.
The budget shall be submitted at | east 30 days in advance of the
anticipated certification date.

The Medicaid per diemrate for a new facility is based on the
subm tted budget, subject to review by the accounting firm under
contract with the Departnment. The rate is subject to the maxi num
al | owabl e cost ceiling. The beginning rate for a new facility is
effective with the date of Medicaid certification

First Six Mnths

Fol | owi ng si x nonths of operation as a new community-based

Medi cai d-certified ICF/ MR the facility shall submt a report of
actual costs. This financial and statistical report establishes a
rate which may include inflation but will not include an
incentive. The rate conputed fromthis cost report is adjusted to
100% occupancy and continues to be subject to the nmaxi mum

al | owabl e cost ceiling.

Second Si x Months (Base Rate)
Following the first 12 nonths of operation as a Medicaid-certified

ICF/ MR, the facility shall submit a cost report for the second six
nont hs of operation. The accounting firmunder contract with the

Departnment will performan on-site audit of facility costs.
Based on the audited cost report, a rate will be established for
the facility. This rate will be the facility's base rate unti

rebasing of facility costs occurs. The reinbursenent rate for the
second six nonths cost report is subject to the |ower of the

maxi mum al | owabl e cost ceiling, the actual allowable per diem
rate, or the maxi mum al | owabl e base rate.
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d. Subsequent Reports

After the second six nonths of operation and in order to bring the
facility reporting cycle to a June 30 reporting period, facilities
nmust submt cost reports based on the follow ng:

¢ Facilities receiving initial certification between July 1 and
Decenber 31 shall submt three successive six-nmonth cost
reports covering three first 18 nonths of operation. The
fourth six-nonth cost report shall cover the January 1 to June
30 period. Thereafter, the facility shall submt a cost report
on an annual basis of July 1 to June 30.

¢ Facilities receiving initial certification between January 1
and June 30 shall submit two successive six-nonth cost reports
covering the first 12 nonths of operation. The third six-nmonth
cost report shall cover the January 1 to June 30 peri od.
Thereafter, the facility shall submt a cost report on an
annual basis of July 1 to June 30.

The rei nbursenment rate for all subsequent cost reports is the | ower of
t he maxi mum al | owabl e cost ceiling, the actual allowable per diem
rate, or the maxi mum al | owabl e base rate.

Paynment to New Owner

An existing facility with a new owner shall continue with the previous
owner’s per diemrate until a new financial and statistical report has
been submtted and a new rate established. The facility shall submt
one report for the period of July 1 to June 20. A new base rate w ||
not be established because of a change in ownership

Paynment to Existing Facilities

The followi ng reinbursenent limts apply to all nonstate-owned
| CFs/ MR

¢ The facility's cost report covering the period fromJanuary 1,
1992, to June 30, 1992, is used to establish the base allowable
cost per unit to be used in future reinbursenment rate cal cul ati ons.
Subsequent cost reports shall be filed annually covering the 12
nonths fromJuly 1 to June 30.

¢ The reinbursenent rate established based on the report covering
January 1, 1992, to June 30, 1992, is calcul ated using the nethod
in place before July 1, 1992, including inflation and incentive
factors.

¢ The reinbursenent rate is the |ower of the actual all owable per
diemrate, the nmaxi num all owabl e base rate, or the nmaxi num
al | owabl e cost ceiling.
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State-owned | CFs/ MR shall submit sem annual cost reports. They
recei ve sem annual rate adjustnments based on actual costs of operation
infl ated by the percentage change in the Consuner Price |Index, al
urban consuners, U. S. city average.

Qut-of-State Facilities

Payment will be made for care in out-of-state ICFs/MR  CQut-of-state
facilities shall abide by the sane policies as in-state facilities,
with the follow ng exceptions:

¢ CQut-of-state providers will be reinbursed at the sane rate they are
receiving fromtheir state of residence subject to the nmaxi mum
al | owabl e cost ceiling.

¢ CQut-of-state facilities shall not submt financial and statistica
reports.

¢ Paynment for periods when residents are absent for visits of
hospitalization will be nmade to out-of-state facilities at 80
percent of the rate paid to the facility by the lowa Medicaid
program CQut-of-state facilities with 15 or fewer beds shall be
rei mbursed at 95 percent of the rate paid to the facility by the
| owa Medi caid program

Billing Procedures

Nursing facility clains for paynent are processed by the Departnent’s
fiscal agent, currently ACS, Inc. Facilities can subnmt clains either on
form 470-0039, |lowa Medicaid Long-Term Care Claim or electronically.

Clains can be submtted electronically through software provided at no
charge by ACS. To request this software, referred to as ASAP, facilities
shoul d contact the EDI Coordinator at ACS Inc., PO Box 14422, Des Mi nes,

I A 50306-3422. Facilities will receive ASAP di skettes and an instruction
manual that explains howto install the software

At the end of each nonth, facilities that do not submit clains
electronically are sent form 470-0039, referred to as a “TAD' or “Turn-
Around Docunent.” The formlists information on Medicaid recipients who
department records show to be at the facility. See Appendix A for an
expl anati on of each field on this form

Any residents who had | eave days (covered or noncovered), or who were

di scharged during the billing nonth should be noted in red in the
appropriate fields on the TAD. No changes need to be noted if the client
did not have | eave days or was not discharged during the nonth.
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If the facility needs to resubmt a claim the facility nmust use a bl ank
TAD and conpl ete the appropriate fields. Blank TADs can be requested
through the fiscal agent. Notation should be nmade on the formthat it is
a resubnission of a previous claim

TADs must al ways be signed before sending themto the fiscal agent.

Tinme Franmes for Subnmitting Cains

Clains can be submitted any tine during the nonth for the previous
nonth. However, for residents who are in the facility all month, only
one cl ai mshould be submtted per nonth after the end of the nonth.

Payment will be made for covered services when the fiscal agent
receives the initial claimw thin one year fromthe date of services.
Clains submtted beyond the one-year limt may be paid only when they
are del ayed due to delays in receiving third-party paynents or
retroactive eligibility determ nations.

The fiscal agent generates paynents weekly, and nmails checks every
Wednesday.

Rem ttance Statenents

After clainms have been processed by the fiscal agent, the facility is
sent a Remittance Advice. The Remittance Advice is al so avail able on
magneti ¢ conputer tape for autonmated accounts receivable posting. See
Appendi x A for an explanation of this form

The Remittance Advice is separated into categories that show the
status of the clains that follow. The categories are:

¢ Paid indicates all processed clains, credits and adjustnents for
which there is full or partial paynent.

¢ Denied represents all processed clains for which no reinmbursenent
i s made.

Suspended reflects clains that are currently in process pending
resol ution of one or nore issues, i.e., third-party benefit
determ nations, eligibility decisions, (etc.)

Suspended clainms nmay or may not print dependi ng on which option the
facility chooses. Facilities can choose one of the follow ng options:

¢ Print suspended clains only once.
¢ Print all suspended clainms until paid or denied.
¢ Do not print suspended cl ai ns.

Facilities can change which option they would |ike by contacting
Provi der Enrollment at ACS.
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Maki ng Adj ustnents to Previously Subnitted C ains

To make an adjustnent to a claimfollow ng receipt of the Remttance
Advice, facilities use form470-0040, Credit Adjustnment Request.
These forns can be obtai ned by contacting the fiscal agent. See
Appendi x A for an explanation of the fields on the form

Submit a Credit/Adjustnent Request to notify the fiscal agent that a
pai d clai mamunt needs to be changed, that nopney needs to be credited
back, or that an entire remttance statenent should be canceled. This
formis not used when a claimhas been denied. Denied clains nust be
resubmtted.

Fi scal Agent Address and Tel ephone Nunbers

Submt clains to

ACS, Inc.
P. 0. Box 14421
Des Mines, |A 50306-3421

Send all other correspondence relating to billing and paynent to:

ACS, Inc.
P. 0. Box 14422
Des Mines, |A 50306-3421

Questions regarding billing and paynent issues are handl ed by:

Provi der Rel ations

Local: 515-327-5120

Toll -free: 800-338-7909
(7:00 a.m to 5:00 p.m, MF)

Facilities can enroll in the Medicaid programor nake changes in
enroll ment information by calling Provider Enrollnent at the above
numnber .

Peri ods of Service for Wich Paynent WI| Be Authorized

Paynment for care in an ICFH/ MR is authorized to begin on the date that the
resident is certified as nmedically needing that |evel of care and is
otherwise financially eligible for Medicaid. 1t can continue as |ong as
both of these criteria are net and the resident remains in care.

If only a distinct part of the total facility has been certified as an

| CF/ MR, paynent nay be approved through the Medicaid programonly for

resi dents who occupy beds in the certified part of the facility. The
facility shall not subnmit clains to the state nor request authorizations
fromthe Departnent for residents who do not receive care in the certified
part of the facility.
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Paynment for care in an ICF/ MR is made on a per diembasis for the portion
of the nonth the resident is in the facility. Payment is made for the day
of adm ssion but not the day of discharge or death. No paynent shall be
made for care of persons entering and |leaving the facility the sane day.

If there is excess client participation because the resident |eaves the
facility early in the nonth, the facility nmust refund the excess to the
resi dent.

Under certain conditions, a facility may recei ve Medicaid paynents for
days that a resident is absent for visits or hospitalization. The
facility shall report all resident absences to the county office using
form 470-0042, Case Activity Report.

Absence for Visits

Paynment will be approved for periods the resident is absent to visit
hone for a maxi num of 30 days annually. These 30 days be taken at any
time. There is no restriction as to the anbunt of days taken in any
one nonth or on any one visit, as long as the days taken in the

cal endar year do not exceed 30. Visit days shall not be used to
extend paynment for hospital stays. The resident nust intend to return
to the facility.

Addi ti onal days nay be approved for special prograns of eval uation
treatment, or habilitation outside the facility. Docunentation as to
t he appropriateness and therapeutic value of resident visits and
out si de programmi ng, signed by a physician or qualified nenta
retardation professional, shall be nmaintained at the facility.

Absence for Hospitalization

Payment will be approved to hold the bed while the resident is
hospitalized (not in a skilled bed) for a period not to exceed ten
days in a calendar nmonth, as long as the resident intents to return to
the facility. However, if the person enters a nental health
institute, this provision no |onger applies. Paynent will not be nmde
for over ten days per nonth.

For exanple, a resident enters the hospital on Septenber 21 and is

di scharged on Cctober 14. The resident then reenters the hospital on
Cctober 18 and is discharged Cctober 31. For the first
hospitalization, Medicaid pays to hold the bed for the 10-day period
of Septenber 21-30. The 10 days renews in Cctober. In the second
nont h, Medicaid pays to reserve the bed for the period of October 1-10
(10 days). The periods of Cctober 11-14 and COctober 18-31 are not
covered due to the 10-day limt in any one nonth.

Note: Paynent for reserving a bed is made only when a resident was

adnm tted before the absence. No paynents are nade to reserve a bed in
a facility to which a resident intends to transfer
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Paynent Rate for Reserved Beds

Medi cai d paynments for reserved bed days in an | CF/ MR of over 15 beds
are nade at the rate of 80% of the allowable audited cost (facility
costs plus any added factors). Facilities with 15 or fewer beds are
rei mbursed at 95% of the all owabl e audited cost for reserved bed days.
This extra reserve bed payment is not handl ed through the autonated
billing system These facilities nust notify county Department staff
to do a vendor adjustment to issue this paynent.

Since the reserved bed paynent rate has the result of changing the
financial participation in sonme cases, adm nistrators nmust ensure that
the correct amount of financial participation is collected. This is
particularly inportant where a resident |eaves the facility and is due
a refund on financial participation previously collected.

Paynment After Medical Eligibility Denia

The Departnent is bound by nedical review determ nations perforned by
t he peer review organi zation (PRO). The Departrment is not authorized
to pay for ICFH MR services provided to persons who do not satisfy PRO
nedical eligibility criteria, even if the person is financially
eligible. However, in certain cases, the Departnment continues limted
Medi cai d coverage after PRO nedical eligibility denial

a. Gace Days. Financially eligible persons who are (or would be)
new admni ssions to an ICF/ MR and are nedically denied by the PRO
are not eligible for ICF/ MR service paynent from Medi cai d.
Medi caid recipients in I CFs/ MR who receive "continued stay"
nedi cal denials may be eligible for a grace-day period of up to 30
wor ki ng days.

If the facility and county service worker reports docurment that no
appropriate, alternate placenent is available within a reasonabl e
di stance, this grace period nay be extended until alternate

pl acenent becones avail able. Extension of grace days beyond the
standard 30 working days is a joint determ nation of the Bureau of
Long- Term Care and PRO | i ai son personnel

b. Continuation of Gther Medicaid Services. Even if the PRO has
denied a Medicaid recipient for | CF/ MR service, the person nay
still be eligible to receive other Medicaid services if the person
woul d be eligible for SSI if still at hone.

Presunmi ng that some other paynment source is available to naintain
the SSI-eligible resident at the I CF/ MR other covered nedica
servi ces can be reinbursed through other Medicaid vendors, such as
physi ci ans, pharnmaci es, nedi cal appliance deal ers, etc.
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| CF/ MR residents who would not be eligible for SSI if still in
their own homes may be ineligible for Medicaid if they are

nedi cal | y denied by the PRO or they may be eligible for partia
Medi cai d benefits.

Suppl enent ati on

Medi cai d rul es prohibit supplenentation of the Medicaid paynment for care
inan ICF/ MR Only the amount of client participation nay be billed to
the resident. No supplenentation of the state paynent shall be nade by
any person. Practices such as charging residents or their famlies extra
noney for a private roomare considered to be suppl enentati on and are not
perm ssible, even if the paynent is offered voluntarily.

Excepti ons:

1. Aresident, the famly, or friends shall be allowed to pay a facility
to reserve a resident's bed beyond the maxi rum nunber of reserve bed
days that the Departnent pays or allows to be paid fromclient
participation. Wen a resident is not discharged, paynments shall not
exceed 80 percent of the allowable audited costs for the facility, not
to exceed the nmaxi mum rei mbursenment rate

However, facilities which discharge resident after the date the state
di sconti nues paynent nmy nake arrangenents with the resident or famly
to hold the bed at whatever rate is agreed upon by both parties.
Facilities must make arrangenents with residents or their fanilies to
reserve beds in advance of the date when the reserve bed days run out
and the resident is billed for the bed.

2. There are cases when a famly nenber or other interested person w shes
to make an ongoi ng voluntary contribution toward the cost of care of a
Medi cai d resident. Such paynents shall not be considered as
suppl enentation, so long as they increase the resident's client
partici pation and are not over and above the paynent nmde by the state
for care or the resident.

Form 470- 0373, Voluntary Contribution Agreenent, may be used to
i mpl enent such a voluntary contribution. (See the Appendi x)

| CF/ MR Provi der Assessnment Fee

As required by lowa Code section 249A 21, licensed ICFs/MR certified to
participate in the Medicaid programthat are not operated by the state are
obligated to pay a nmonthly assessnent fee to the Departnent.

The amount of the provider assessnment fee is 6% of the facility's tota

annual revenue for the preceding fiscal year, divided by the nunber of
nont hs of operations during the preceding fiscal year
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The assessnent fee is cal cul ated based on information reported on the
facility’s Financial and Statistical Report for the nost recent fisca
year end.

The Departnment will increase each facility’'s Medicaid rate by an anpunt
equal to 6% of the total annual revenues for the preceding fiscal year to
account for the provider assessnment fee. The increase in Medicaid rates
is effective upon inplenentation of the provider assessnent fee.

Each year followi ng the submi ssion and review of the Financial and
Statistical Report, the Departnent or its contractor will notify each
facility of the anbunt of nonthly assessnent fee that is due.

The assessnent fee is subject to adjustnment based on any adjustnments nade
to the financial and statistical reports. The Departnent will deduct each
facility’s nonthly provider assessment fee fromtheir nonthly nedica

assi stance paynents.

TRANSFER AND DI SCHARGE

If aresident is to be either transferred or discharged, the facility shal
have documentation in the resident's record that the resident was transferred
or discharged for good cause. The facility shall provide a reasonable tinme to
prepare the resident and the resident's parents or guardian for the transfer
or discharge (except in energencies).

A transfer or discharge froman |ICF/ MR should be planned as carefully and

t horoughly as an admi ssion to the facility. It is desirable that the resident
and the facility staff achi eve understandi ng about the resident's current
needs, condition, and prograns, and the probable duration of stay in the

| CF/ MR, Such understandi ngs nake for better norale and adjustment to facility
life on the part of the resident, and are particularly inmportant to good
transfer and di scharge pl anni ng.

Good transfer and di scharge planning begins at the tinme of the resident's
adm ssion and continues during the stay in the facility. Such planning

i nvol ves gathering information, nuch of which should be available fromthe
social history conpleted at the resident's adm ssion

| mportant considerations include the resident's nedical condition and
prognosis, fanm |y support system previous living arrangenent, and the
resident's preferred living arrangenent. Based on these factors, a
prelimnary anal ysis of alternatives for the resident is used to develop a
di scharge plan, which is subject to revision as the resident's condition
changes.

For a resident whose condition is inmproving, the plan shall be nmade
progressively nore specific and tinme-linmted. |If a resident's condition
beconmes worse, the plan may need to be deferred, or even suspended in an
irreversible case
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Consequently every resident's situation nmust be periodically reviewed to
assess the effectiveness of the current plan in response to individual needs.

The facility social worker is the interdisciplinary team nmenber responsible
for coordination. As such, the social worker is the staff person in the best
position to conduct these reviews and nmonitor progress toward achi evenent of
obj ectives which will nmake eventual discharge possible. This requires good
conmuni cati on channels with the resident, the famly, the physician, and
others involved with the resident.

The facility social worker nust be aware of what conmunity resources are
avail able to assist the resident in naking a successful transfer to a
different living arrangenent. The county office of the Departnent is a usefu
i nfornati onal resource in this last regard, but primary responsibility for

di scharge planning remains with the I CF/ MR

In the event of a forced noved, such a revocation of |icense or Medicaid
certification, fire or other disaster, discharge assistance will be furnished
by the Departnent.

The Departnent will also assist in particularly difficult or conplex cases
where the facility has been unsuccessful in arranging an appropriate
alternative. But in nost cases, the Departnent expects that the | CF/ MR
possesses the necessary informati on and professional resources to coordinate
di scharge planning efforts effectively.

Reasons for Discharge or Transfer

A Medicaid resident may be involuntarily discharged froman ICF/ MR only if
one of the follow ng conditions exists:

¢ Discharge is necessary for nedical reasons.

¢ The resident nust be discharged for the resident's welfare or for the
wel fare of other residents.

¢ The resident does not nake paynent for |ICF/ MR care (client
partici pation).

O her instances where a resident nay be discharged or transferred include
the foll ow ng:

¢ The resident wants to leave the facility. 1In the absence of a
guardi anship or other legal restraint, the resident nmay do so upon
request.

¢ The resident's physician or fanmly requests transfer or discharge.
Wth agreement by the resident, this nust then be done.

¢ The resident's guardian or other legal representative nay request it.
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¢ Afinding that ICF/ MR care is no |onger nedically necessary may
term nate Medi caid paynents, causing a person to seek other living
arrangenents for financial reasons.

¢ Death of the resident, closing or sale of the facility, fire,
renodel i ng, revocation of |icense, etc.

Adm ni strative Procedures

At the time of the discharge, the facility shall develop a final summary
of the resident's devel opnental, behavioral, social, health and
nutritional status.

Wth the consent of the resident, parents (if the resident is a minor) or
| egal guardian, the facility shall provide a copy to authorized persons
and agencies. The facility shall also provide a post-discharge plan of
care that will assist the resident to adjust to the new living

envi ronnent .

In the event that a resident is transferred to another health facility,
transfer information should be summarized fromthe facility's records in a
copy to acconpany the resident. This information should include:

A transfer form of diagnosis

Activities of daily living information
Transfer orders

Nur si ng care plan

Physician's orders for care

The resident's personal record

The resident's personal needs fund record

* & & O o o o

If a Medicaid recipient requests transfer or discharge, or there is

anot her person requesting this for the resident, the facility

adm ni strator shall pronmptly notify the county office of the Departnent by
I means of 470-0042, Case Activity Report.

This should be done in sufficient tinme to permit a county office worker to
assist in the decision and planning for the transfer or discharge, if
needed. This also allows the county office enough tinme to conplete the
necessary paperwork, assuring a snooth discharge or transfer for the

resi dent.

When a resident |eaves the I CF/ MR during the nonth, any unused portion of
the resident's incone nust be refunded. The followi ng exanple illustrates
the procedure used in calculating refunds due the resident:

M. S has nonthly client participation of $300. The facility in which
M. S resides has a per diemrate of $100. In a normal nonth, M. S
pays for the first three days of his care ($100 x 3 days = $300) and
the state pays for the remainder of the nonth.
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If M. S leaves the facility on the third of the nmonth, the facility
must make a $100 refund to M. S ($300 m nus $200 (2 days' care)
equal s $100). If he |l eaves the hone on the fourth of the nonth or
later, no refund is normally due. An exception could arise if reserve
bed days are invol ved.

Depart nent Procedures

When an ICF/ MR notifies the county office by neans of form 470-0042, Case
Activity Report, that a resident has been di scharged (through death,
return to own home, etc.), the incone mai ntenance worker nust enter the
necessary information to close the Medicaid | CF/ MR case through the
conmput er system

This information is forwarded to the Departnent's central office. Form
MA- 2] 39-0, Facility Card, is generated to verify the action

When a resident is transferred to another Medicaid facility within the
county, the incone mai ntenance worker enters the necessary information
concerning the transfer. This information generates form MA-2] 39-0
Facility Card, which is sent to the gaining facility.

The county of responsibility retains the i ncone nai ntenance case of an

| CF/ MR reci pient upon transfer, except in cases involving state resource
center placenent. "State cases" (lacking a county of responsibility) mnust
be transferred to the incone maintenance worker in the county where the
facility is |l ocated, except in cases involving state resource center

pl acenent .

Transfer of Residents by Anbul ance

In sone energency cases, such as the closing of a facility or the | oss of
Medi caid certification by a facility, residents nmust be transferred from
one facility to another by anbul ance. Arrangenents can be nade to pay for
this service through the Medicaid program

Before transfer by anbul ance, a worker fromthe county office of the
Depart nent nust provide the Bureau of Long-Term Care with the information
necessary to process the claimand authorize the Medicaid fiscal agent to
make paynent. C ose coordination between the Bureau of Long-Term Care,
county offices, and facilities will be requiured in all energency
situations.

Closing of Facility

The contract between the Departnent and an I CF/ MR requires a 60-day notice
before closing. Adnministrators planning or considering closing a facility
shoul d notify their county Department office and the Bureau of Long-Term
Care as soon as possible. The noving of residents often takes |onger than
expected. Sufficient notice can ease the problem considerably.
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We suggest that the administrator and the county office confer about the
cl osing and together nmake plans so that the goal for closing can be
acconplished in a snmooth manner.

Facilities should not make their own plans to nove residents. Those
residents receiving care under Medicaid are a financial responsibility of
the Departnent. All plans for these people nmust be approved by the county
of fice.

The county and regional offices of the Departnent will help in planning

for nmoving into or out of facilities. These services are available to al
Medi cai d residents and to other residents on request.

AUDI TS CF BI LLI NG AND HANDLI NG OF RESI DENT FUNDS

Upon proper identification, field auditors of the Departnent of |nspections
and Appeal s or representatives of the Departnent of Health and Hunan Services
shall have the right to audit billings to the Departnent and receipts of
client participation. The audit shall ensure that the facility is not

recei ving paynent in excess of the contractual agreenent and that all other
aspects of the contractual agreement are being followed.

Upon proper identification, field auditors of the Departnent of |nspections
and Appeal s or representatives of Health and Human Services shall have the
right to audit records of the facility to deterni ne proper handling of
personal needs funds.

The resident or famly shall not be charged for such itens as chux, toilet
paper, hospital gowns, or other mmintenance itens, since these itens are
properly included in the conputation of the audit cost.

The Departnent reserves the right to charge back to the facility any

mai ntenance itens that are charged to the resident's personal needs account
when the charge constitutes double paynent. Unverifiable expenditures charged
to personal needs accounts nay be charged back to the facility.

On the auditor's recommendati on, the Departnent shall request repaynent of
suns i nappropriately billed to the Departnent or collected fromthe resident.
Repaynent shall be nade by the facility either to the Departnent or to the
resi dent invol ved.

The facility has 60 days to review the audit and repay the requested funds or
present supporting docunentation which shows that the requested refund anount,
or part of it, is not justified.

When the facility fails to conply, the requested refunds may be w thheld from
future paynents to the facility. The withholding shall not be nore than 25%
of the average of the last six nmonthly paynents to the facility. The

wi t hhol di ng shall continue until the entire refund is recovered.
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In the event the audit results indicate significant problens, they may be
referred to the attorney general's office for whatever action is appropriate.

When exceptions are taken during an audit which are simlar to the exceptions
taken in a prior audit, the Department may, after considering the seriousness
of the exceptions, reduce paynent to the facility to 75% of the current
paynment rate.

APPEALS OF ADVERSE ACTI ONS

Any action of the Departnent with respect to the facility (not the client)
which an I CF/ MR believes is unwarranted or incorrect nay be appealed to the
director of the Departnent. |f the appeal involves a particular client, the
client nust appeal, but may be hel ped by the facility or any other interested
person.

Thi s appeal process should be used only after exhausting normal adm nistrative
processes. Any person or facility wishing to appeal a Departnent action or
deci sion nust do so within 30 days of notification of the action or decision
Appeal requests should be directed to the office taking the action

I nformati on concerning appeals may be obtained by contacting the Departnment
appeal s liaison at the Departnent of Human Services, Appeals Section, 1305 E
WAl nut Street, Des Mines, |owa 50319-0114.

When the Department takes a decertification action for reasons unrelated to
the survey report. the appeal is filed with the Departnment. The hearing is
hel d by the Departnent of I|nspections and Appeals, but the final decision is
i ssued by the Departnent of Human Services.

Appeal s of decertification actions not initiated by the Department are handl ed
differently from other appeal proceedings. Wen the Departnent of Inspections
and Appeal s has surveyed a facility and found the facility to be in
substantial nonconpliance with Medicaid rules, the Departnent of Human
Services may deny continued programcertification. For decertification, the
foll owi ng conditions apply:

¢ \Wien decertification is contenplated, the Departnent of Human Services
shall send tinmely and adequate notice to the facility.

¢ Request for a hearing shall be nade to the Departnment of |nspections and
Appeal s within 15 days of the notice of decertification

¢ At any tine before or after an evidentiary hearing, the Departnent of
I nspections and Appeals will be willing to negotiate an am cable resolution
or discuss the possibility of settlenent with the facility owner.

¢ Wien a final decision is issued, that decision is binding upon the
Depart nent of Human Servi ces.
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Al

PROCUREMENT, | NI TI ATI ON, AND DI SPOSI TI ON OF MEDI CAl D FORMS
FORM I NI TI ATED BY Dl SPCSI TI ON
470- 0030 Facility (three copies) Keep one copy and send two
Fi nanci al and (Print supply from on- copi es to DHS Bureau of
Statistical Report i ne nanual) Long- Term Car e.
470- 0039 Fi scal agent (two Keep one copy and send one
| owa Medicaid Long- copi es) to the fiscal agent.
Term Care Claim
470- 0040 Facility (Print supply Send to fiscal agent.
Cr edi t/ Adj ust ment fromon-1line manual)
Request
470- 0041 DHS county office DHS county of fice keeps one

Adj ustment to
Facility Payment

(three copies) (

copy and sends one copy to
Qual ity Assurance and one
copy to the facility.

470- 0042
Case Activity Report

Facility (three copies)
(Order formlowa Prison
i ndustries)*

See instructions on back of
form

470- 0254
Institutional Medicaid
Provi der Application

Facility (one copy)
(Cbtain from DHS Bur eau
of Long-Term Care)

Conplete and return to
Bur eau of Long-Term Care

470- 0372 DHS Bur eau of Long-Term Keep one copy; return

| CF/ MR Provi der Care (two copi es) si gned copy to DHS Bureau
Agr eenent of Long-Term Care.

470- 0373 DHS county office (three Contri butor, DHS county
Vol untary Contribution copies) (Print from office, and facility each
Agr eenent manual ) get a copy.

470- 0374 DHS county office Return all copies to DHS
| CF/ MR Resident Care (three copies) county office for DHS

Agr eenent signature. County office

keeps one copy and returns
one copy to facility.

* O der
phone 1-800-432-9163.
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PROCUREMENT, | NI TI ATI ON, AND DI SPOSI TI ON OF MEDI CAI D FORMS (Cont.)

FORM I NI TI ATED BY DI SPCSI TI ON

470- 0375 DHS county office Al'l copies are sent to the

| CF/ MR Pl acenent (four copies) Bur eau of Long-Term Care,

St at enment for signature. Returned
to: |ICF/ MR, DHS county
of fice, county board of
supervi sors.

470- 0377 DHS Bur eau of Long-Term Facility returns one

Nondi scri m nati on
Conpl i ance Revi ew

Care (two copi es)

conpl eted copy to DHS
Bur eau of Long-Term Care
and keeps one copy.

470- 1911

Medi cai d Assi stance
Eligibility Card
(Fee for Service)

DHS Dat a Managenent
Di vi si on

Up to four cards are
printed on a sheet and
mailed to facility address.

HCFA- 1513

Di scl osure of

Owner shi p and Contr ol
I nterest Statenent

DIA Health Facilities
Di vi si on

As directed by DI A

HCFA- 2567B
Post Certification
Revi sit Report

DI A Dat a Managenent
Di vi si on

As directed by DI A

HCFA- 2567L

St at enent  of

Defici enci es and Pl an
of Correction

DIA Health Facilities
Di vi si on

As directed by DI A

HCFA- 671

Long Term Care
Facility Application
for Medicare and
Medi cai d

DIA Health Facilities
Di vi si on

As directed by DI A

MA- 2139-0
Facility Card

DHS Dat a Managenent
Di vi si on

Keep one copy and send one
to DHS county.

Rem ttance Advice

Fi scal agent

Mai ntain for your records.
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[[NSTTTUTT ONAL VEDI CAT D PROVI DER APPLT CATTON, 470- 0254]

The Bureau of Long-Term Care uses form 470-0254 to obtain data necessary to
assign a Medicaid vendor nunber. The facility shall request the formfromthe
Bureau of Long-Term Care, conplete it, and return it to the Bureau. This form
is conpleted at the initial request for Medicaid certification

[[ONG TERM CARE FACILTTY APPLT CATTON FOR MEDI CARE AND MEDI CAI'D, HCFA-677]

The Departnent of I|nspections and Appeals uses form HCFA-671 to obtain
i nfornmation regarding the services the facility intends to provide. The

facility conpletes the format the initial request for Medicaid certification
and upon each survey of the facility.

[DrSCCCSURE_OF_ OWRERSHI P AND CONTROL T NTEREST STATEMENT, HCFA-T513]

Form HCFA- 1513 identifies the owners, board of directors, and corporate
structure of the facility. The facility conpletes the format the initia
request for Medicaid certification and upon each survey of the facility.
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[ETATEMENT OF DEFI CI ENCTES AND PLAN OF CORRECIT ON, HCFA- 2567L]

The Departnent of |nspections and Appeals and the Fire Marshall uses form
HCFA- 2567L to identify deficiencies of the facility and to give the facility
an opportunity to explain how the deficiencies will be corrected. The formis
i ssued after every survey of the facility.

[PGST CERTTFT'CATT ON REVI ST T REPORT, HCFA- 25678

The Departnent of |nspections and Appeals and the Fire Marshall uses form
HCFA-2567B to identify the fact that the deficiencies have been substantially
corrected. The formis issued when DIA or the Fire Marshall revisits a
facility to follow up on a survey report.

[ CFT VR PROVI DER AGREEMENT, 470-0372]

The provider agreenent describes the terns and conditions for participation in
the Medicaid program The facility nust be recomended for certification as a
nursing facility before a provider agreenent nmay be issued. The agreenent

nust be signed by DHS and the facility.

The agreenent nust be conpleted at the begi nning of every Medicaid
certification period and whenever there is a change of ownership of the
facility.

Comm 46 February 2003



| CF/ MR PROVI DER MANUAL APPENDI X A5

NONDI'SCRI M NATT ON_ COVPLT ANCE REVI EW 470- 0377]

Federal regulations require that Medicaid providers be in conpliance with the
Cvil Rights act of 1964, as anended; Section 504 of the Rehabilitation Act of
1973, as anended; and the Age Discrimnation Act of 1975, as anended.

Al facilities are required to conplete form 470-0377 upon initia
certification as a Medicaid provider and at each recertification to docunent
conpliance with these | aws.

The Departnent furnishes two copies of form470-0377 to new providers at the
time of their initial request for enrollnent as a Medicaid provider. Once
enrolled in the Medicaid program facilities will receive two copies of the
format the beginning of each certification period, along with the Provider
agr eenent .

The provider shall keep one conpleted copy and return the other to the Bureau
of Long-Term Care. Departnent representatives will periodically verify that
the formis on hand and that the infornation is accurately reported.

Raci al /ethnic group identification as defined by the Equal Enpl oynent
Qpportunity Comission is as follows:

White (not of Hi spanic origin) Al'l persons having origins in any of the
ori ginal peoples of Europe, North Africa,
or the Mddle East.

Hi spani ¢ Al'l persons of Mexican, Puerto Rican
Cuban, or South Anerican, or other Spanish
culture or origin, regardl ess of race.

Bl ack (not of Hispanic origin) Al'l persons having origins in any of the
Bl ack racial groups of Africa.

American I ndian or Al askan Native Al persons having origins in any of the
original peoples of North Anerica, and who
mai ntain cultural identification through
tribal affiliation or community
recognition.

Asi an or Pacific |slander Al'l persons having origins in any of the
original peoples of the Far East, Southeast
Asi a, the Indian Subcontinent, or the
Pacific Islands. These areas include, for
exanpl e, China, Japan, Korea, the Republic
of the Philippines, and Sanpa.
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NONDI SCRI M NATI ON COVPLI ANCE REVI EW 470-0377 (Cont.)

As defined in the Section 504 regul ations, a person with disabilities is any
person neeting one of the foll ow ng:

¢ Has a physical or nental inpairnent which substantially |imts one or nore
major life activities; or

¢ Has a record of such an inpairnent; or

¢ |s regarded as having such an i npairnent.

As anended, Section 504 of the Rehabilitation Act of 1973, defines physical or
nmental inpairnent as alnbst any kind of nmental or physical condition which
woul d inmpair the person’s functioning in day-to-day living. The specific

di seases or conditions that constitute physical and nental inpairment shal

i nclude but not be linted to the foll ow ng:

¢ Visual ¢ Speech and hearing inpairnent
¢ Othopedic ¢ Muiscul ar dystrophy

¢ Cerebral palsy ¢ Mental retardation

¢ Epilepsy ¢ Enotional Il ness

¢ Cancer ¢ Drug addiction and al cohol i sm
¢ Heart disease ¢ Miltiple sclerosis

Note: A physical or mental inpairment does not constitute a handicap for

pur poses of Section 504, unless its severity results in a substantia
l[imtation of one or nore najor life activities or is treated by the agency as
constituting such a limtation

The State Task Force on 504 has devel oped the foll owi ng categories and
definitions:

Enotional Disability: Persons with a manifest behavior disorder characterized
by situationally inappropriate behavior which deviates substantially from
behavi or appropriate to the person’s age, and significantly interferes with
the person’s intellectual, social and personal adjustnent.

Hearing Disability: Persons with total deafness or inability to hear nornal
conversation or use a tel ephone.

Mental Retardation: Persons with subnormal general intellectual functioning

whi ch originates during the devel opnental period and is associated with
i mpai rment of either |earning and social adjustnent or maturation, or both.
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NONDI SCRI M NATI ON COVPLI ANCE REVI EW 470-0377 (Cont.)

Othopedic Disability: Persons with orthopedic inpairnents, anputations or
functional limtations if there is:

¢ Loss or significant inmpairnment of one or both upper extrenmities; or
¢ Loss or significant inmpairnment of one or both major |ower extremties; or

¢ Inpairnents of the trunk, back of spine when there is a nedically diagnosed
disability that substantially limts one or nore najor |life activities.

O her Physical Disability: Persons with a nedically diagnosed disability
whi ch substantially limts one or nore major |ife activities such as stroke,
di abetes, arthritis, cerebral palsy epilepsy, spina bifida, heart disease,
cancer, rheumatism nuscul ar dystrophy, and multiple sclerosis.

Speech Inpairnment: Persons with speech inpairnents when speech is
unintelligible in normal conversation

Subst ance Abuse: Persons whose use of a substance is great enough to danage

t heir physical health, or their personal or social functioning. Dependence on
nedi cal |y prescribed drugs is excluded so long as the drug is nedically

i ndicated and the intake is proportionate to the nedical needs.

Visual Disability: Persons who are legally blind in one or both eyes and
whose visual acuity even after correction (eyeglasses or contact |enses) is
20/ 200 visual acuity or restricted in the visual field to 20 degrees.

[FTNANCTAC_AND_STATT STT CAL_REPORT,  470- 0030]

The Financial and Statistical Report, form 470-0030, is used to report each
facility's costs of operation for purposes of rate determ nation. This
standardi zed financial report provides information on the cost of providing
nursing care to Medicaid recipients on a basis that is fair, equitable, and
conpar abl e anbong facilities.

Facilities may request approval fromthe Bureau of Long-Term Care to use their
own comnputer-generated facsinile instead of the printed form |Instructions
for conpletion are included in Appendi x B of this Mnual

The financial report shall be submtted no | ater than Septenber 30. (State-
owned facilities subnit the report every six nmonths.) Failure to submt the
report within the three-nonth period shall reduce the famly's paynent to 75%
of the current rate. This reduced rate will be paid for no | onger than three
nonths. After that, no further paynents will be made by the state. The
facility is urged to subnmit the report early.
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FI NANCI AL AND STATI STI CAL REPORT, 470-0030 (Cont.)

When the reports have been conpl eted and submitted, the nmaterial as processed
by agents of the Departnent is used to adjust the individual facility rate.
The resultant rate, subject to the ceiling recogni zed as nmaxi num r easonabl e
cost, is effective with services rendered the first of the nonth in which the
reports were received.

Facilities which are in new buildings or which are entering the nursing

facility programfor the first tinme receive a beginning per diemrate at the
maxi mum al | owabl e rate.

[[CFT VR RESI DENT_CARE _AGREEMENT,  470-0374]

The Resident Care Agreenent is conpleted in triplicate by a worker at the
county office of the Departnment when the resident is approved for Medicaid
paynment. The facility adm nistrator and the resident sign the forns, and they
are returned to the county Departnent office for signature.

If aresident is unable to sign the fornms, a letter “X’” or the resident’s

t hunbprint shall be entered to the Iine reserved for the resident’s nane. In
such cases, the signatures of two witnesses are necessary. A |legal guardian
may sign for the resident w thout the need for the signature of a w tness.

The county office returns one signed copy of the agreenent to the facility for
its files and furnishes one signed copy to the resident.

[ CF/ MR PLACEMENT STATEMENT, 470-0375

The I CF/ MR Pl acenent Statement is a notice to the county regarding its paynent
of the nonfederal share of the ICF/ MR costs for recipients living in

conmuni ty-based facilities. The statenent is sent to the county of |ega
settlenent and other interested parties. For those recipients who do not have
an established county of settlement, the state shall pay the nonfederal share
and the statenment is sent to the county of residence.

Al copies are sent to the Bureau of Long-Term Care for signature. Wen

conpl eted, the Bureau will keep the Long-Term Care copy and return the other
copies to the local worker for distribution as indicated on the form

UNTARY Rl BUTI AGREEMENT, 470-037

The contributor shall contact the incone maintenance worker at the county
office of the Departnent to initiate the form The formshall be signed by
the contributor, the facility adm nistrator or representative, and a
Departnment representative. The form conpleted in three copies, is retained
by the contributor, ICFH/ MR and the county Departnent office.
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FACI LI TY CARD, MA 2139-0 (470-0371)

The Facility Card is used for determ ning the authorization for paynent for
care in an ICF./MR It is conputer-generated in two copies. It is issued by
the county office incone maintenance worker who determ nes financia
eligibility for Medicaid and submits eligibility and payment infornmation.

The formindicates the first day for which paynment may be nade, the facility
in which the recipient is residing, and the anount of the recipient’s
avai | abl e i ncone being applied tot he cost of care (client participation).

MA-2139-0 470-0371
BEG. ELIG. DATE 1ST MO. CLI. PART
END. ELIG. DATE ONGO. CLI. PART
ADMINISTRATOR
RETAIN FOR SEND 1 COPY
YOUR RECORDS TO THE COUNTY

Si mul t aneously with the sending of this form a printout containing the
person’s financial eligibility information is sent to the Bureau of Long-Term
Care. Wen this financial eligibility information is matched w th nedica
approval information furnished by the |owa Foundation for Medical Care, the
resident’s file is opened for | CF/ MR paynent.

Upon receipt of the Facility Card for a resident, the |ICF MR shall

¢ Check the information on the formfor accuracy. |If there appears to be an
error in the beginning eligibility date, the anpunt of financia
participation, or any other item contact the Departnent county office as
soon as possible. The information shown on the formis the basis for the
| CF/ MR paynment to the facility.

¢ Send one copy of the formto the Departnment county office. Retain the
remai ning copy as a facility record.

Not e: Vendor payments for ICF/ MR care are nmade to participating facilities to
suppl enent the resident’s incone. The resident retains $30 of income for
personal needs. The bal ance of incone is applied to the cost of care. The
facility is responsible for collecting these funds fromthe resident.
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| [CASE_ACTTVI TY_REPORT, _470-0042]

| The Case Activity Report is used to ensure pronpt and accurate reporting on
resident activity as it occurs at the facility. Conplete the form when:

¢ Acurrent resident applies for Medicaid.
¢ A Medicaid-eligible resident:

e Enters the facility

e Changes level of care

e |s discharge fromthe facility

« Dies

When a Medicaid applicant or recipient enters the facility, conplete Sections
1-3 and, if applicable, Section 4. Wen a Medicaid applicant or recipient
di es, conplete Sections 1 and 5.

Wthin two business days of the action, mail the white copy to the Departnent
county office and the yellow copy to the Iowa Foundation for Medical Care.
Keep t he pink copy.

Section 1. Recipient Data: Section 1 contains resident-specific information.
Use the first name, mddle initial, and the last nanme as it appears on the
Medi cal Assistance Eligibility Card. The Date “Entered Facility” is the date
the resident entered the facility for the first tine, or was readmtted to the
facility foll owi ng a discharge

Section 2. Facility Data: Section 2 contains information on the facility and
he person filling out the form (either the admi nistrator or designee). The
“DHS Per Dienf is the facility's conputed rate. The “Date Conpleted” is the
date the formis conpleted and sent to the county DHS offi ce.

Section 3. Level of Care: Section 3 lists the level of care (ICF, Skilled,
etc.) as determned by the |owa Foundation for Medical Care, Medicare, or the
managed care contractor. The “Effective Date” is provided by |FMC, Medicare,
or the nanaged care contractor. Your provider nunber in Section 2 nust nmatch
the |l evel of care indicated.

Section 4. Medicare Information for Skilled Patients in Skilled Facilities:
Section 4 reflects Medicare coverage that nmay be applicable when a skilled
resident is in a skilled nursing facility.

Section 5. Discharge Data: Fill out section 5 when a resident |eaves the
facility, or dies. The inconme nmintenance worker needs the infornmation to
calculate client participation for a partial nonth.

Provide informati on under “Last Month in Facility” only if the resident
transfers to another facility or living arrangenment (but not hone).
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“Reserve bed days” is the nunber of reserve bed days, up to the nmaxi mum for
which the facility will be reinbursed by the Medicaid program

“Noncovered days” is the nunber of days in excess of the reserve bed day limt
for which the facility will not be reinbursed by the Medicaid program

“Total billing days on claimto fiscal agent” is the total of the previous
three |ines.

For exanple, the client was in the facility fromJanuary 1 through January 5,
then was in the hospital January 6-18. The client was then discharged from
the hospital to the facility on the 18th. The client stayed in the facility
until the 20th, at which point the client transferred to another facility.
Formentries would be as foll ows:

¢ Date of discharge: January 20

Days in facility: 8 (January 1-5, 18-20)
Reserve bed days: 10 (Jan. 6-15)

Non- covered days: 2

* & & o

Total billing days on claimto fiscal agent: 20
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[VEDI CAL ASSI STANCE ELI G BI LI TY CARD (FEE FOR SERVICE), 470-1911|

The Departnent issues a Medical Assistance Eligibility Card monthly for each
ICF/ MR recipient. Eligibility information for up to four recipients is
printed on a single perforated sheet. Sheets for all recipients in a facility
are batched and nmailed to the facility address.

The front of the card contains all the identifying information, including nane
and individual identification number. Al ways be careful to use the
identification number on the current nonth’s card when subnmitting clains.

Note the colum on the card entitled “other insurance.” This refers to health
i nsurance or other types of nedical resources held by the resident. |If the
resi dent has health insurance, a two-digit code appears opposite the
resident’s nane in this colum, to identify the type of resource.

Types of Health Insurance (first digit)
Code I dentification

None

Hospita

Physi ci an

Dent al

Drugs

Hospital and physician

Hospital, physician, and denta

Hospital, physician, dental and drug
Hospital and denta

Hospital and drug

Hospital, physician and drug

Physi ci an and drug

Physi ci an and dent al

Hospital, physician, dental, drug and vision
Hospital, physician, drug and vision
Hospital, physician, and vision

Hospital, physician, and other*

Hospital, physician, dental and other*
Hospital, physician, dental, drug and other*
Hospital, dental and other*

Hospital, drug and ot her*

Hospital, physician, drug and ot her*

Vi si on

Physi ci an, drug and ot her*

O her*

Physi ci an, dental and other*

Hospital, physician, dental, drug, vision and other*
Hospital, physician, drug, vision and other*
Hospital, physician, vision and other*

NEN<L<Xs<CH0WIXTL TOZZIr A -"IOTMMOO®>»O
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MEDI CAL ASSI STANCE ELI G BI LI TY CARD (FEE FOR SERVI CE)

Al3

470- 1911 (Cont.)

Types of Health Insurance (first digit) (Cont.)

* “Cther” includes but is not limted to:

Anbul ance

Hone health care

Hospi ce

Lab and X-ray

Medi cal equi pnent

Nursing facility (both nursing and skilled)

Speci fic disease (heart, cancer)

Types of Health Insurance (second digit)

Code I dentification

None

Medi care Part B

Medi care Part A and Part B
CHAMPVA

CHAMPUS

Vet erans Adm nistration
O her medi cal resources
CHAMPUS from an absent
CHAMPUS from an absent
Medi cai d Trust

Medi care Part A

Acci dent

Coverage from absent
Coverage from absent
Maj or nedi ca
Maj or nedi ca
Maj or nedi ca
I ndemmi ty

par ent ,
par ent ,

par ent ,
par ent,

from an absent
from an absent

par ent ,
par ent ,

rXC~"IQOWI>OONOUTAWNEO

When buy-in is conpleted for Medicare Part
of the health coverage does not reflect Part B
automatically changed to reflect the new coverage.

Comm 46

not court-ordered
court-ordered

not court ordered
court ordered

not court-ordered

court ordered

B and the code in the second digit
the second digit is
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| [ OMA"MEDI CAID LONG TERM CARE CLAIM 470- 0039]

The fiscal agent issues this formnmonthly to facilities that do not bil
electronically. The following fields are conpleted for each resident
according to fiscal agent and Medicaid eligibility records. Review the form
carefully. Mark any changes or correction in red i nk, keep one copy and
return the other copy to the fiscal agent.

1. MEDICAID |I.D.#. Enter the resident’s |I.D. nunber assigned by the
Departnment. This nunber consists of seven nunbers followed by a letter
The |.D. nunber can be obtained fromform MA-2139, Facility Card, or the
resident’s Medical Assistance Eligibility Card.

2. NAME. Enter the resident’s |ast name and first name.

3. L.OC (LEVEL OF CARE). Leave blank if the resident is at ICF or |ICF/ MR
| evel of care. Enter an “R’ if the resident is RCF

4. TERM NATION. Enter the appropriate di scharge code:

Moved to the hospita

Moved to a skilled nursing facility
Moved to another nursing facility
Moved to an | CF/ MR

Moved to an RCF

Moved hone with self care

Moved hone with rehabilitation service
Moved honme with home health

Moved to other institution

Deceased

T IOTMMOOT>

5. PATIENT ACCT#. Enter the resident’s account nunber if your facility
assi gns one

6. MEDI CARE COVERAGE. Leave bl ank

7. FACILITY ADMT DATE. Enter the date the resident was admtted to the
facility if the admi ssion was during the nonth being cl ai ned.

8. FACILITY DISC DATE. If the resident was in the facility the entire nonth,
| eave this field blank. [If the resident was discharged fromthe facility
during the nmonth, enter the |ast date service was provided. The entry
shoul d show nonth, day, and year, in a six-digit nunber.

9. FIRST DO S (Date of Service). Enter the first date of the nonth for
whi ch paynent is being clainmed. The entry should show nonth, day, and
year, in a six-digit number.

10. LAST D.O.S. (Date of Service). Enter the |last date of the month for which

paynment is being claimed. The entry should show nonth, day, and year, in
a six-digit number.
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| OMA MEDI CAI D LONG TERM CARE CLAI M 470-0039 (Cont.)

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

UNLABELED FI ELD. Leave this field blank

PER DI EM RATE. Enter the facility's conputed daily rate. This rate may
not be the sane as the facility’'s Medicaid rate if the facility's conputed
rate is above the Medicaid rei mbursenent cap. Wen the fiscal agent
processes the claim the cap will be applied, and the facility wll
receive the conputed rate or the cap rate, whichever is |ower.

# DAYS. Enter the nunber of days for the nonth being clained fromthe
first day of the nonth to the [ ast day of the nonth.

AMOUNT. Enter the total anpunt being clained as determned by nultiplying
the per diem (field 12) by the nunmber of days (field 13). Wen the claim
is processed, the facility will be reinbursed based on the facility's
conputed rate or the cap rate, whichever is |ower.

LEAVE DAYS/VISIT. Enter the nunber of covered reserve bed days for a
resi dent who was out of the facility for therapeutic |eave or hone visit.
A covered reserve bed day is one that can be paid by Medicaid. Medicaid
will pay to hold the bed while a resident is visiting away fromthe
facility for up to 18 days in any cal endar year. See Periods of Service|
for Wich Paynment WII Be Authorized]

LEAVE DAYS/ HOSP. Enter the nunmber of covered reserve bed days for a

resi dent who was out of the facility for a hospital stay. A covered
reserve bed day is one that can be paid by Medicaid. Medicaid will pay to
hold the bed while a resident is in the hospital for up to 10 days in any
cal endar nont h.

LEAVE DAYS/ NON- COV. Enter the nunber of days that the resident was out of
the facility that exceed the reserve bed maxi num These are days that are
not rei nbursabl e through the Medicaid program

3RD PARTY SOURCE. |If the resident is covered by other insurance, enter
t he nane of the insurance conpany.

3rd PARTY AMOUNT. Enter the anpunt paid by the insurance towards this
claim Do not enter client participation in this field.

3RD PARTY SOURCE. |If the resident is covered by other insurance, enter
t he nane of the insurance conpany.

3RD PARTY AMOUNT. Enter the anpunt paid by the insurance towards this
claim Do not enter client participation in this field.

NET AMOUNT. Enter the net charge anount which is the anount clai ned
(field 14) minus third party paynments (fields 19 and 21).

Each page of the formmust be signed by the facility's authorized
representative, and dated. Resubmitted clains nust use the original signature
dat e.
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[REM TTANCE ADVI CE|

You will receive a conprehensive Renittance Advice with each Medicai d paynment.
The Remittance Advice is also avail able on nagnetic conputer tape for
aut omat ed account receivabl e posting.

The Remittance Advice is separated into categories indicating the status of
those clains |listed below The categories are:

¢ PAID indicating all processed clains, credits, and adjustnments for which
there is full or partial reinbursenent.

¢ DENED, representing all processed clains for which no rei nbursenent is
made.

¢ SUSPENDED, reflecting clains which are currently in process pending
resol ution of one or nore issues (recipient eligibility determi nation
reducti on of charges, third party benefit deternination, etc.).

Suspended clainms may or may not print depending on which of these options you
have specifi ed:

¢ Print suspended clains only once.
¢ Print all suspended clainms until paid or denied.
¢ Do not print suspended cl ai ns.

Note that claimcredits or recoupnents (reversed) appear as regular clainms,
with the exception that the transaction control nunber contains a “1” in the
twel fth position and rei nbursenent appears as a negative anount.

An adjustnent to a previously paid claimproduces two transactions on the
Rem ttance Advice. The first appears as a credit to negate the claim the
second is the replacenment or adjusted claim containing a “2”" in the twelfth
position of the transaction control numnber.

If the total of the credit anpunts exceeds that of reinbursenent made, the
resulting difference (anpbunt of credit - the ampbunt of reinbursenment) is
carried forward and no check is issued. Subsequent reinbursement will be
applied to the credit balance, as well, until the credit bal ance is exhausted.

When it is necessary to contact the fiscal agent with questions, keep the

Rem ttance Advice handy. Refer to the transaction control nunber of the
particular claim This will result in tinely, accurate infornmation about the
claimin question.

A detailed field-by field description of each information Iine foll ows.

1. Billing provider’s name as specified on the Medicaid Provider Enroll nment
Appl i cation.

2. Remttance advice nunber.

3. Date clai mpaid.
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REM TTANCE ADVI CE (Cont.)

4.

5.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21

22.

23.

Billing provider’s Medicaid (Title Xl X) nunber.
Rem ttance Advi ce page number.
Type of claimused to bill Medicaid.

Status of follow ng claims:

¢ Paid - clainms for which reinbursenent is being made.

¢ Denied - clainms for which no reinbursenent is being made.
¢ Suspended - claims in process. These clainms have not yet

deni ed.
Reci pient’s last and first name.

Reci pient’s Medicaid (Title Xl X) number.

Transaction control nunber assigned to each claimby the fisca

Pl ease use this nunber when making cl ai minquires.

Total charges subnitted by provider

Total ampunt applied to this claimfrom other resources,

i nsurance or spenddown.

Al7

been paid or

ot her

Total amount of Medicaid rei nbursenent as allowed for this claim

Total amount of recipient copaynment deducted fromthis claim

Medi cal record number as assigned by provider; 10 characters are

print abl e.

agent .

Expl anati on of benefits code for informational purposes or to explain why
a claimdenied. Refer to the end of renmittance advice for explanation of

t hi s code.

Li ne i tem nunber.

The first date of service for the billed procedure.
The procedure code for the rendered service.

The nunber of units of rendered service.

Charge submitted by provider for line item

Amount applied to this line itemfrom other resources,
i nsurance, spenddown.

. e.

ot her

Anmpbunt of Medicaid rei nbursenent as allowed for this line item
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REM TTANCE ADVI CE (Cont.)

Al8

24. Amount of recipient copaynent deducted for this line item
25. Treating provider's Medicaid (Title XIX) nunber.
26. Al lowed charge source code:
B Bill ed charge
F Fee schedul e
M Manual |y priced
N Provi der charge rate
P Group therapy
Q EPSDT total screen over 17 years
R EPSDT total under 18 years
S EPSDT partial over 17 years
T EPSDT partial over 18 years
U Gynecol ogy fee
Y Obstetrics fee
W Child fee
27. Renittance totals (found at the end of the rem ttance advice):
4 Nunber of paid original clains, the amount billed by the provider and
t he amount al |l owed and rei mbursed by Medi cai d.
¢ Nunber of paid adjusted clains, anount billed by provider and anount
al | owed and rei nbursed by Medi cai d.
4 Nunber of denied original clains and anpbunt billed by provider.
4 Nunber of denied adjusted clains and anobunt billed by provider,
4 Nunber of denied clainms (in process) and amount billed by provider.
¢ Anount of check.
28. Description of individual of benefits codes. The EOB code |eads, foll owed
by i mportant infornmation and advi ce.
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[CREDI T/ ADJUSTVENT REQUEST FORM 470- 0040]

Form 470- 0040, Credit/Adjustnent Request is used to notify the fiscal agent of
credits and adjustments that need to be made on a claimthat has al ready been
paid. It is not used with a claimhas been denied. A denied claimnust be
resubm tted.

Send Credit/Adjustment Request forns directly to ACS for processing, you can
send themat any tine of the month. You must send a copy of the Remittance
Advice or a copy of the corrected claimwith the form

Section A

Claim Adj ustnent. Check this box when the fiscal agent has paid a clai mbut
there is an adjustnment that nust be nade. Exanples of such situations are:

¢ You billed a day as a bed hold day, then later deternmined that the client
had actually returned to the facility on that day.

¢ A resident was scheduled to be discharged fromthe facility on a particular
day but stayed an additional day, and this was not noted until after the
billing nonth.

ClaimCredit. Check this box when an entire paid claimshould be credited
back to the Medicaid program An exanple is when you received paynent for a
client who had al ready been di scharged.

Cancel l ation of Entire Remittance Advice. This box is checked when every paid
claimon the Renmittance Advice is incorrect and nmust be cancel ed.

Section B:

1. 17-Digit TCN. For each claim a “transaction control nunber” (TCN) is
listed on the Remittance Advice. Enter that nunber in this field. See
the Rem ttance Advice instructions on where to find the TCN nunber on the
Rem ttance Advice.

2. Pay-To-Provider Nunber. Enter your seven-digit Medicaid provider nunber
inthis field.

3. Provider Nane/Address. Sel f-explanatory.

4. 8-Character lowa Medicaid Recipient ID. Enter the resident’s Mdicaid
state identification nunber in this field. The nunmber will be 7 digits
followed by a letter You can obtain it fromthe Rem ttance Advice, the
resident’s Medicaid Eligibility Card, or the Facility Card.

5. Reason for Adjustnent or Credit Request. Self-explanatory.
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| CREDI T/ ADJUSTMENT REQUEST FORM 470-0040 (Cont.)

Section C

Provi der/ Representative Signature and Date. The form nust be signed and dated
by a facility representative.

The bottom part of the formis for internal use by ACS.
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| IADJUSTMENT TO FACI LI TY PAYMENT, 470-0041|

The county office incone maintenance worker uses the Adjustnment to Facility
Paynment to correct errors in client participation that have caused

over paynents or underpaynments to a facility. (If the error is discovered
before the facility billing cycle, it can be corrected w thout using this
form)

Most of the itens on the formare sel f-explanatory.

The begi nning adj ustnment date is the start of the nmonth in which the incorrect
client participation was used, and the ending adjustnent date is the end of
the nonth in which the adjustment is required.

When the ampunt of the client participation is the same for nore than one
nmonth, all nonths can be conbined on one Iine. Wen the anmount differs,
different |ines nmust be used.

The | evel of care code for ICF/IMRis M as it is on the Long-Term Care Cl aim
A copy of the formis mailed to the facility to verify that the correction has

been submtted. Monitor these reports and the resulting billings. Report any
di screpancies to the resident’s incone maintenance worker.
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APPENDI X B:
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Fields of Opportunities STATE OF IOWA
THOMAS J. VILSACK, GOVERNOR DEPARTMENT OF HUMAN SERVICES
SALLY J. PEDERSON, LT. GOVERNOR KEVIN W. CONCANNON, DIRECTOR

July 30, 2003

GENERAL LETTER NO. 8-1-AP-10
ISSUED BY: Bureau of Long-Term Care

SUBJECT: Employees’ Manual, Title 8, Chapter I, MEDICAL INSTITUTIONS
APPENDI X, Comm. 46, Medicaid Provider Manual for Intermediate Care
Facilities for the Mentally Retarded, Table of Contents (pagesii and iii),
revised; pages 2, 9, 10, 33 through 38, and 43 through 52, revised; pages 53
through 55, new; Appendix A, pages A1 through A10, A14, A15, A19, A20,
and A21, revised; Appendix B, Title page, revised, and page 28, revised; and
the following forms:

HCFA-671 Long Term Care Facility Application for Medicare and Medicaid,
revised

470-0372 ICF/MR Provider Agreement, revised

470-0377  Nondiscrimination Compliance Review, revised

470-0030  Financial and Statistical Report, revised

470-0375  ICF/MR Placement Statement, revised

470-0042  Case Activity Report, revised

470-0039  lowa Medicaid Long-Term Care Claim, revised

470-0040  Credit/Adjustment Request, revised

470-0041  Adjustment to Facility Payment, revised

Summary

The ICF/MR provider manual is revised to:

¢ Provideinformation on the ICF/MR assessment fee imposed by 2002 lowa Acts, Second
Extraordinary Session, Chapter 1001, sections 36 and 46. Schedule C of the Financial and
Satistical Report isrevised to include aline for reporting the fee, and the form instructions
arerevised accordingly.

¢ Update other form samples and instructions. The numbering system on Department forms
has changed. Referencesto the Division of Medical Services have been changed to the
Bureau of Long-Term Care. Referencesto the Medicaid fiscal agent have changed from
“Consultec” to “ACS.” The sources for some forms have changed.

Effective Date

February 1, 2003

1305 E WALNUT STREET - DES MOINES, IA 50319-0114



Material Superseded

Remove the following pages from Employees Manual, Employees Manual, Title 8, Chapter I,
Medicaid Provider Manual for Intermediate Care Facilities for the Mentally Retarded, and

destroy them:

Page

Contents (pp. 1 and iii)
2,9 10

33

34-38

42a-42c, 43, 44

45-52

Al-A4*

HCFA-671
MA-2147-0 (470-0372) (12 pp.)
470-0377 (4 pp.)

A5, A6

AA-4036-0 (470-0030) (15 pp.)
A7,A8

MA-2152-0 (470-0375)
A9

A10

AA-4166-0 (470-0042)
Al4

AA-4163-0 (470-0039)
A15

AA-4164-0 (470-0040)
A19, A20

AA-4165 (470-0041)
A21

Appendix B, Title page

Date

November 1997
March 1993
July 1994
March 1993
November 1997
March 1993
November 1997
1/90

1/81

7/91

March 1993
8/97

March 1993
2/91

March 1993
July 1997

6/97

November 1997
Undated
November 1997
Undated
November 1997
7/97

July 1997
March 1993

* Move form 470-0254 to follow page A2 instead of page A4. Move form HCFA-1513 to
follow revised form HCFA-671 and precede page A3

Additional Information

Refer questions about this general |etter to the Bureau of Long-Term Care.

As of thisrevision, this manual will be available on the Internet through the Department’ s web

site at http://www.dhs.state.ia.us/policyanalysis/| Inthe future, only the transmittal letter will be

mailed to providers. You may view and print the revised pages from the web site.


http://www.dsh.ia.us/policyanalysis
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